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ASEPTIC AND ANTISEPTIC SURGERY 


Jiingling, O.: No Danger of Iodine Intoxication 
from Skin Disinfection with Tincture of 
Iodine (Bedingt die Methode der Hautdesinfektion 
mit Jodtinktur eine Gefahr der Jodintoxikation fiir 
den operierenden Arzt). Miinchen. med. Wchnschr., 
1913, lx, 1766. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
In spite of the comparative heaviness of iodine 
the iodine content of the air of the operating room 
is greatest over the field of operation. During five 
hours at the operating table the surgeon breathes in 
about 14 mg. of iodine. Examination of the 
blood, however, showed that there was no increase 
in the lymphocytes or other change in the blood 
picture and, therefore, the conclusion is that iodine 
disinfection is without danger. PAETZOLD. 


Koehler, H.: Disinfection of the Field of Opera- 
tion with Thymol Alcohol (Desinfektion des 
Operationsfeldes mit Thymolalkohol). Deutsche mil.- 
Grztl. Ztschr., Berl., 1913, xlii, 619. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Disinfection with thymol alcohol, as suggested by 
King, has the following advantages over that with 
tincture of iodine: 1. The skin irritation is less. 2. 
In goiter and Basedow’s disease the possibility of 
iodine absorption is avoided. 3. There is no dis- 
coloration. 4. The clothing is not stained. 5. It is 
cheaper. 6. The solution as well as the crystals keep 
indefinitely. King’s method is warmly commended. 

COLLEY. 


ANZSTHETICS 


Herb, I. C.: Administration of Alkaloids before 
J. Am. M. Ass., 1913, lxi, 834. 

By Surg., Gynec. & Obst. 

Herb decries the routine use of fixed doses of 

morphine, scopolamine or atropine preliminary to 


Anesthesia. 


general anesthesia, as an evidence of unsound and 
unscientific practice. On account of the danger 
involved, they should be employed only when an 
experienced anesthetist is in charge of the case. 
But a good etherizer can, without such premedica- 
tion, usually induce an anesthesia gently, and carry 
it through smoothly, with little after-sickness. 
The advantages which have been claimed for the 
method are not enough to offset the risk involved 
in the depressant effect upon respiration and on 
renal function, the toxic effect on the central nervous 
system, the strong diminution of the secretions, and 
the general heightening of the toxic effect of the 
anesthetic itself. 

The only indication for their use, in the author’s 
opinion, is in local analgesia. The contra-indica- 
tions are as follows: In patients in whom the respira- 
tory center is depressed or likely to become de- 
pressed through operative procedures; obstructive 
dyspnoea due to growth within or without the trachea, 
causing pressure, or exophthalmic goiter; in opera- 
tions about the mouth or throat; in the case of 
debilitated or cachectic persons or those suffering 
with continued sepsis; in patients presenting any 
degree of stupor or those susceptible to morphine, 
in children and elderly people, and when untrained, 
inexperienced anesthetists are administering the 
anesthetic. ALBERT EHRENFRIED. 


Boothby, W. M.: Ether Percentages. J. Am. M. 
Ass., 1913, Ixi, 830. By Surg., Gynec. & Obst. 
Boothby confirms the determinations of Connell 
with the anesthetometer that, without reference to 
age or physical condition, the inspired air must con- 
tain 30 per cent of ether vapor, by weight, to satu- 
rate the blood sufliciently for the induction of full 
surgical anawsthesia, and that, after relaxation, a 
15 per cent vapor is strong enough to prevent ditfu- 
sion outward from the tissues and to maintain the 
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requisite ether content of the blood. To allow of 
the general application of these findings, he pro- 
ceeds to determine the percentages obtained ex- 
perimentally with ordinary methods of etherization. 

For vapor methods he uses air, a meter to measure 
off the volume of air per minute, a Wolffe bottle 
containing ether over which the air is passed to a 
gas balance adjusted to give the ether percentage. 
He finds that the faster the flow of air the lower the 
percentage of ether, which explains the difficulty 
and frequent impossibility of inducing anesthesia 
by a vapor apparatus in a person of great lung 
capacity, with respiratory centers aroused by 
stimulants or nervous excitement. A much higher 
percentage of ether will be carried over if the ether 
bottle is immersed in a bath containing warm water 
(not higher than 95° F., the boiling point of ether), 
without affecting the temperature of the anesthetic 
vapor delivered to the patient. The use of chlo- 
roform to reinforce the ether in a vapor apparatus 
is inadvisable, because a turn of the valve may send 
in a concentrated dose and cause death. If the 
ether is warmed, it is unnecessary to use chlo- 
roform, as a vapor of any desired strength may be 
obtained. 

For the drop method with the open mask, he 
used an “artificial trachea,” and found that with 
induction (30 per cent ether vapor) the temperature 
of the inspired mixture was 53.6°F.; after relaxation 
(19 per cent vapor) it rose to 73.4° F., and later, 
(15 per cent vapor) still higher. In alcoholics, 
ether apparently exerts greater excitatory power on 
the respiratory center than in non-alcoholics. 
Naturally a much greater quantity of ether is re- 
quired to bring this larger volume up to the 30 per 
cent requisite for induction of anesthesia. An ex- 
pert anesthetist will induce an anesthesia rapidly 
and yet smoothly, without causing suffocation and 
accordingly deep breathing. The percentage may 
be increased by holding the hands in turn on the 
side of the mask so as to get greater vaporization 
from their warmth. 

Boothby shows by calculation that loss of heat 
by the body due to warming the anesthetic vapor 
within the air passages is negligible in comparison 
with the loss of heat from the body surfaces during 
an operation. Warming the anesthetic vapor be- 
fore inspiration is accordingly a futile procedure, and 
it is far more important to keep the body dry and 
warm. ALBERT EHRENFRIED. 


Peck, C. H.: Intratracheal Insufflation Anzs- 
thesia (Meltzer-Auer); Report of a Series of 
Four Hundred and Twelve Cases. J. Am. M. 
Ass., 1913, lxi, 839. By Surg., Gynec. & Obst. 

This paper deals with the author’s personal ex- 
perience with intratracheal insufflation anesthesia 
in a series of 412 cases, which included a great variety 
of conditions. His conclusions are: 

1. Intratracheal insufflation has many ad- 
vantages over other methods in certain classes of 
cases. 


2. The difficulty of intubating and the necessity 
of first inducing full surgical anesthesia makes it 
unsuitable for many short simple operations. 

3. If properly done, it is absolutely safe and free 
from deleterious after-effects. 

4. It is the ideal method for intrathoracic opera- 
tions. 

5. It greatly lessens operative shock: (a) through 
absolute relief of strain on the respiratory apparatus 
and circulatory and nervous systems, and (b) 
through the even, advantageous degree of the 
anesthesia maintained. This is especially evident 
in aged and debilitated patients. 

6. It prevents aspiration of mucus, saliva, or 
blood into the trachea and makes preliminary 
tracheotomy unnecessary in operations on the 
tongue, jaws, mouth, nose, and pharynx. It thus 
prevents aspiration pneumonia. 

7. It is especially useful in operations about the 
head and neck and in awkward operations in gen- 
eral. 

8. The degree of anesthesia is under perfect con- 
trol. Insufflation of pure air for the last few mo- 
ments of the operation hastens the recovery of con- 
sciousness and minimizes the after-effects. 

ALFRED H. NOEBREN. 


Donaldson, H. J.: A Year’s Experience with Spinal 
Anesthesia. Am. J. Surg., 1913, XXVii, 325. 
By Surg., Gynec. & Obst. 


A report of 234 cases of spinal anesthesia (sto- 
vaine) in the abdominal service of Williamsport 
Hospital, covering 338 operations on pelvic organs, 
gall-bladder and ducts, hernia, varicocele, castra- 
tion, rectal operations, splenectomy, intestinal 
operations, ce#sarean section, and amputation of 
thigh, in which the ages ranged from nine to eighty- 
five years, showed that in 219 of the cases the 
anesthesia was complete, while in 15 either a second 
injection or a little ether was required, there being 
no objection whatever to ether with stovaine. In 
the incomplete cases explanations were sought, the 
following being thought plausible: foot of table 
being too elevated; the suggestiveness of odor from 
cauterizing; manipulations of adhesions to gall- 
bladder and diaphragm; rough handling of fixed 
uterus, &c. Thirty-four suffered from nausea and 
vomiting. This trouble almost always occurred a 
few minutes after administration, but it was of 
little consequence, and latterly was obviated some- 
what by giving the patient a light breakfast shortly 
before operation. The patients were allowed to 
drink fluids during operation, but no talking was 
allowed. Nine cases are specifically mentioned as 
showing advantages in the method; of these, two 
were of profound shock, one had an exophthalmic 
goiter, and the others either kidney or heart diseases. 
There were three deaths, one, after completion of 
operation before leaving the room, but it was not 
thought to be due to stovaine as the condition had 
been bad (cesarean section), one (splenectomy) after 
three days, and one (thigh amputation for septice- 
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mia after two weeks. The author is positive that 
spinal anesthesia is a big asset to the surgeon, even 
safer than ether. Blood pressure falls (an ad- 
vantage to hemostasis). He thinks time of opera- 
tion is shortened by it and fails to understand the 
prejudice against it. W. Prnneo. 


Henderson, Y.: A Comparison of the Immediate 
and After Effects of Spinal and Local Anal- 
gesia with Those of Inhalational Anzsthesia, 
in Respect to Shock and Psychic Shock. Tr. 
Internat. Cong. Med., Lond., 1913, Aug. 

By Surg., Gynec. & Obst. 


Shock may be caused by mental states, e. g., fear 
or anxiety, in much the same manner as it is caused 
by physical pain. In using local and spinal anal- 
gesia it is important that the mind also should be 
protected, unless the patient is of phlegmatic 
character or is ignorant of what is happening. In 
general anesthesia, not only anxiety and the con- 
sciousness of pain are to be avoided, but also over- 
stimulation of afferent nerves influencing the centers 
controlling vegetative functions, particularly respira- 
tion. Quiet breathing is a supreme desideratum. 
To attain it, local analgesia should, if necessary, 
be used to reinforce general anesthesia, and vice 
versa. In this practical point, the writer agrees 
with Crile, although he finds that much of the the- 
orizing with which Crile has surrounded his teach- 
ings lacks any demonstrated basis of fact. 

A form of shock may be induced by unskillful 
methods of anesthetization, particularly with ether. 
This does not consist, as Crile holds, in fatigue of 
nerve centers. It is due in part to the acapnia 
which results from excessive respiration and renders 
the patient prone to respiratory failure, and in part, 
to excessive adrenalin secretion predisposing the 
patient to cardiac fibrillation under chloroform, and 
also to other disturbances of general functions. 

Experiments by the writer have shown that un- 
skillful aneesthetization, particularly frequent varia- 
tions in depth of anesthesia, may render even a 
perfectly healthy subject liable to die suddenly under 
a dosage which would otherwise be borne with 
impunity. Rebreathing methods in nitrous oxide 
oxygen anesthesia have demonstrated the ad- 
vantage of preventing acapnia and even of inducing 
a slight hypercapnia. The oxygen used in the 
operating room should contain five to eight per cent 
of carbon dioxide as a stimulant to respiration. 


Diwawin, L. A.: Pantopon-Scopolamine Anzs- 
thesia and Its Combination with Local 
Anesthesia (Zur Frage der Pantopon-Scopolamin- 
Narkose und deren Kombination mit 6rtlicher An- 
asthesie). Chirurgia, 1913, Xxxiv, 34. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After an exhaustive study of the literature of the 
subject, the author reports 1o1 of his own cases of 
anesthesia with pantopon-scopolamine. They are 
divided into 4 groups: (a) pantopon-scopolamine with 
local anasthesia — 79 cases, 36 of them being 


appendectomies; (b) pure pantopon-scopolamine 
anesthesia — 4 cases; (c) pantopon-scopolamine 
anesthesia with spinal anesthesia — 9 cases; (d) 
pantopon-scopolamine in combination with chloro- 
form and ether — 13 cases. 

Doses of 0.002-0.03 gm. pantopon ando .c020- 
-0003 scopolamine are enough for women and delicate 
men; for robust men, 0.04 pantopon and 0.0004 
scopolamine. These doses must be exceeded only in 
exceptional cases. Injections of pantopon-scopola- 
mine area valuable aid in local anesthesia and extend 
its field greatly. It is dangerous to induce complete 
anesthesia with pantopon-scopolamine alone on 
account of its effect on the heart. SCHAACK. 


Mitchell, J. F.: Local Anesthesia. J. Am. M. Ass., 
1913, Ixi, 842. By Surg., Gynec. & Obst. 
The author presents a general review of the devel- 
opments in local anesthesia since the publication of 
his previous paper on this subject in 1907. The 
one greatest factor has been the introduction of 
novocaine as a substitute for cocaine. Novocaine 
is now recognized as the best and safest substance 
for producing local anesthesia, as it is about seven 
times less toxic than cocaine and its solutions are 
unharmed by boiling. Urea and quinine hydro- 
chlorid is another valuable local anesthetic. with its 
practically negative toxicity, its control of post- 
operative bleeding, and the long duration of the 
anesthesia that it produces. 

A description is given of Bier’s method of injecting 
novocaine into the vein of a limb between two tour- 
niquets applied after the limb has been rendered 
bloodless by the application of an Esmarch band- 
age. Very good results from the use of this method 
are reported from Bier’s clinic, but Mitchell believes 
that the discomfort of the tourniquet is often a con- 
siderable disadvantage. 

The anesthetization of distal parts by perineural 
and endoneural injection, which is rendered easy by 
a knowledge of sensory nerve distribution, is next 
taken up. Many authors are quoted who have 
used this method with success in such operations 
as amputations, perineal prostatectomies, vaginal 
hysterectomies, cwsarean sections, appendicec- 
tomies, nephrectomies, thoracoplasties, laminec- 
tomies, and operations on the gall-bladder and 
stomach. The head has been a special field of in- 
vestigation and even the injection of the gasserian 
ganglion has been detailed with mathematical 
accuracy. Resections of the jaw and excisions of 
the tongue have been performed by this method 
successfully and painlessly. 

Novocaine has greatly improved the local anzs- 
thesia of the neck and the use of it is surprisingly 
simple to one who has been accustomed to employ- 
ing cocaine as sparingly as possible. 

The now well-known work of Crile on shock and 
anesthesia and his principle of anoci-association are 
considered of great value. His method of eliminat- 
ing the traumatic factor should be used not only for 
handicapped patients, but also in daily routine 
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work. It is of special value in the surgery of the 
aged. In epithelioma of the lip, Mitchell first in- 
filtrates the neck thoroughly with o.5 per cent 
novocaine before he excises the growth. By the 
time this is finished, anesthesia in the neck is so well 
established that the dissection can be done at will. 

In the treatment of fractures the author has 
found the combined method most useful. In hernia 
cases he does not consider old age acontra-indication, 
and he performs all operations for hernia with local 
anesthesia, except in the cases of very young children. 

In closing, the author pleads for more experience 
and skill in the various methods, as without these 
local anesthesia cannot be fairly judged. 

ALFRED H. NOEBREN. 


Lastotschkin, J. P.: Hedonal Anzsthesia (Uber 
Hedonalnarkose). Chirurgia, 1913, xxxiv, I. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Intravenous anesthesia with hedonal, as proposed 
by Fedoroff, has been used in over 1,000 cases. 
Lastotschkin reports his 75 successful cases. In 70 
cases, the veins were well defined; in 5, they were 
not. In 52 cases, the patients were absolutely quiet 
during narcosis; in the others, they moved slightly 
but not enough to disturb the operation. In 2 cases, 
narcosis was not complete; ether had to be 
given in one case, and a few drops of chloroform in 
the other. The cases were divided into three groups 
according to the amount of hedonal used: In 28 
cases, 1,000 cc. or less was used; in 37 cases, 1,000- 
1,500 cc., and 10 cases, 1,500-1,800 cc. Vomiting 
occurred in only 4 cases. Twice there was bronchi- 
tis, ro times pneumonia. 

No deaths resulted from the anesthesia, but 12 of 
the patients died from various causes and after 
varying periods of time. Three died immediately 
after the operation. The 75 cases are arranged by 
Lastotschkin in tabular form, giving details of the 
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Vuillet, H.: Syphilis of the Salivary Glands 
(Les syphilis des glandes salivaires). Thése de doct., 
Par., 1913. By Journal de Chirurgie. 

Vuillet says a syphiloma of the parotid gland can 
simulate a tumor and the diagnosis can be made 
only with the aid of the Wassermann or a microscopic 
examination. A serious and mutilating operation 
might be performed for such a tumor which would 
clear up rapidly under appropriate treatment. He 
reports a case of Letulles and one of Morestin’s 
presented before the Société de Chirurgie last year, 
and makes an anatomical and clinical study of syphi- 
lis of the salivary glands. 

The salivary glands are most often affected in 
individuals between 20 and 4o years of age, 12 cases 
under 24 years of age being reported in the statistics 


course of the narcosis, and he is very favorably 
impressed from his experience. While the number of 
helpers required is at times inconvenient, this 
point should not be a decisive factor against the 
method. His conclusions are: Hedonal anesthesia 
has the same advantages as the ordinary inhalation 
anesthesia with ether or chloroform, but it also has 
some special points in its favor. It permits of accu- 
rate dosage, and avoids the possibility of sudden 
heart failure, because it contains the stimulating 
amido group. Moreover, there is a greater difference 
between the anesthetic and toxic doses, but it should 
be used only when there are special indications for 
it. It is particularly valuable in peritonitis, septic 
processes, in long operations, and in heart affections. 
SCHAAK. 


Gadd, P.: Regional Anesthesia in the Lower Jaw 
(Considérations sur l’anesthésie régionale dans la 
machoire inférieure). Odontologie, 1913, xlix, 447. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Often, as in ankylosis for example, it is impossible 
to use the method of producing anesthesia of the 
mandibular nerve by injections from the mouth. 
For this reason Gadd experimented with injections 
from the outside. He inserts the needle in the mid- 
line between the crossing point of the arteria maxil- 
laris and the lower jaw, i.e., the anterior border of 
the masseter and the submaxillary angle, and 
pushes it a little backwards, holding the head of the 
patient inclined to the other side, and keeping close 
to the bone. The distance from the mandibular 
foramen is 3cm. At this point, and in the area 
surrounding it, 2 per cent novocaine solution is 
injected. For the treatment of the incisors, one 
more injection in the neighborhood of the mental 
foramen is necessary. Of 94 anesthesias, 92 of 
which were for extractions, 89 were satisfactory. 

SCHLESINGER. 


HEAD AND NECK 


of Gerber. The parotid gland is most often affected, 
being involved in 30 cases; the submaxillary in 7; the 
sublingual in 6; and the gland of Blandin-Niihn in 
I Case. 

Vuillet points out that in hereditary syphilis 
there is engorgement of the parotids contemporane- 
ous with chancre. In the secondary stage, there may 
be subacute parotitis, which may be accompanied 
by lesions in the submaxillary and sublingual and 
possible suppuration. 

Tertiary syphilis may cause a chronic diffuse bi- 
lateral parotitis; a simultaneous involvement of the 
salivary and lachrymal, syndromes of Mikulicz or a 
syphiloma of the gland; this only we will consider. 

The syphiloma appears from three to eleven years 
after the beginning of the disease, at first as a small 
intraglandular nodule which may become as large 
as an egg or an apple and may resemble a mixed 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 5 


tumor. There is induration, no functional trouble, 
and generally no facial paralysis. It either heals 
spontaneously or suppurates, giving rise to a salivary 
fistula. Microscopically, there is a chronic luetic 
parotitis characterized by the formation of diffuse 
gummas combined with a specific interstitial insular 
parotitis. The prognosis is usually good. Mercury 
iodide or salvarsan almost always cures luetic 
infection of these glands and may even be used as a 
therapeutic test in diagnosing the condition when 
there is some question as to whether the inflamma- 
tion is specific, tuberculous, actinomycotic or 
sporotrichitic. F, M. CapeEnat. 


Murphy, J. B.: Bony Ankylosis of the Jaw, with 
Interposition of Flaps from Temporal Fascia. 
Surg. Clin. J. B. Murphy, 1913, ii, No. 4. 

By Surg., Gynec. & Obst. 

The patient, aged 24, went to the _ hospi- 
tal on account of limited motion in jaw. The condi- 
tion dated back eighteen years, when he was kicked 
by a horse on left side of jaw, just posterior to the 
mental process. Sustained a compound fracture at 
this point. The wound suppurated and discharged 
pus for about two months, when a sequestrum or a 
tooth came out. The wound then healed. Immedi- 
ately after accident patient also had a discharge 
from the right ear for some time. He never had any 
pain. Condition has not grown any worse in the 
past twelve years. Two upper teeth, right canine 
and bicuspid, were removed, and he ate only soft 
foods. 

Ankyloses ofthe jaw may be divided into: 1.Intra- 
articular conditions; fibrous ankylosis; 2. bony anky- 
losis; 3. periarticular conditions; 4. muscular or cica- 
tricial fixation. The man hada metastatic infection in 
the right mandibular articulation, and this extended 
into the ear. He had no extension of the infection 
throughout the entire length of the mandibular 
process, as in mouth infections or occasionally in 
typhoid infections, which may involve the whole 
jaw from the symphysis up into the mandibular 
articulation, so the head of the bone becomes 
necrotic and is expelled. In those cases the whole 
jaw can be taken out as a sequestrum. After the 
injury on the left side of his jaw he had an infection 
on the right side, extending from the mandibular 
articulation into the temporal bone, which produced 
the ankylosis. 

These infections may be divided into three classes: 
1. Those that pass through the internal ear and 
discharge behind the ear into the mastoid; 2. 
those that go through the posterior part of the 
petrous bone; 3. those that burrow forward and 
extend into the articulation. The other conditions 
that produce ankylosis are the infections that occur 
about the mouth, sloughing in typhoid and scarlet 
fever, noma, etc. 

The articulation was exposed through a 2-inch 
incision, beginning a half inch in front of and on a 
line with the external meatus and extending up into 
the hair. The joint was represented by a mass of 


fibrous tissue and an elevation which felt like the 
head of the mandible. There was no motion in the 
joint, and by taking the periosteum off the head, it 
was found there was bony ankylosis running clear 
forward across to the coronoid process. ‘The demar- 
cation between the mandible and zygoma was dis- 
tinguishable. After freeing the ankylosis fairly well, 
it was divided with a straight, narrow chisel and 
the head of the mandible removed. This left a space 
of at least one-hali inch. The real point of fixation 
was at the coronoid process, which was united to the 
under surface of the zygoma, so it held the latter 
firmly to the mandible. Next a flap of the aponeuro- 
sis and fat of the temporal fascia was raised, about 
two inches in diameter, base down, and dropped down 
under the zygoma and into the glenoid fossa, so it 
was interposed between the bones making up the 
joint, and preventing recurrence. The tip was 
fastened in with a few tacking sutures, and the skin 
closed with horsehair and dusted with subiodide of 
bismuth and sealed with collodion gauze. The jaw 
moved quite freely, but there was some fibrous fixa- 
tion of the opposite side, to be overcome by stretch- 
ing later. 

The day after the operation the patient had free 
motion in the jaw. This increased rapidly. When 
the skin sutures were removed on the tenth day he 
was able to open his mouth one inch. A week later 
the fibrous fixation of the left joint was overcome by 
prying open the mouth under anesthesia. The 
patient left the hospital on the twenty-second day. 
He could open his mouth an inch and a half. The 
result was ideal. There was no perceptible scar on 
the face, and no depression where the temporal flap 
had been deflected downward. 


Haynes, I. S.: Cisterna-Sinus Drainage for 
Hydrocephalus. Arch. Pediai., 1913, xxx, 670. 
By Surg., Gynec. & Obst. 

The report is given of a case of hydrocephalus 
treated successfully by draining through the cisterna 
magna according to methods previously designed by 
Haynes. The modified technique advised is as 
follows: 

An incision was made one-fourth of an inch at the 
left of the midline from a point about three-fourths 
of an inch above the margin of the foramen magnum 
to the same distance above the inion, and the skin 
with the periosteum reflected to expose the occipital 
bone. A three-eighths of an inch button of bone was 
removed by a De Vilbiss trephine midway between 
the margin of the foramen magnum and the inion 
and from this a gutter half an inch wide was cut 
away to the last point, exposing the dura over the 
cisterna magna, and, in the upper part of the area, 
the lateral (left) sinus. 

A suture of vaseline-sterilized silk was passed 
through the dura and arachnoid so as to enclose a 
space about one-fourth of an inch square, within 
which space the short arm of the cannula was to 
be passed. An incision, 1 mm. in length, was then 
made into the lateral sinus. Blood flowed in a 
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steady, small stream, rising about an inch in height. 
Into the small opening the long arm of the cannula, 
which had been previously sterilized in vaseline, was 
inserted. The fit between the cannula and incision 
was so snug that no leakage of blood took place, 
but there was a flow of blood from the free end of the 
tube. An incision, a little less than one inch distant 
from that just made in the sinus, was then made 
through the dura and arachnoid into the cisterna 
magna, in the center of the area encircled by the silk 
suture. The cerebrospinal fluid spurted out at 
once to a higher level than the blood from the sinus. 
After a single quick sponging, the short arm of the 
cannula was inserted into the incision and the wound 
sponged. There was no leakage of either blood or 
fluid. ‘The retention suture was then tied across the 
tube. 

A few hours after the operation the temperature 
rose to 104°; then it dropped. Two months after 
the operation the child was in excellent condition. 

Haynes suggests that in the future the skin in- 
cision, instead of being made in the median line, be a 
semilunar incision made at one side of the median 
line and with its concavity towards the middle. 


Cubbins, W. R.: A Compilation of the Methods 
Used and the Results Obtained by Fellows 
of the Chicago Surgical Society in Brain 
Surgery. Surg., Gynec. & Obst., 1913, xvii, 357- 

By Surg., Gynec. & Obst. 

The answers to the question as to which is the 
best method for hemostasis indicated that the 
majority of the surgeons prefer a tourniquet but 
that others are just as strongly in favor of elastic 
artery forceps. 

Most frequently the skull was opened with a 
trephine, followed with a De Vilbiss or wire saw. 
The results from the removal of tumors were very 
unsatisfactory. Only superficial cysts gave satis- 
factory clinical results. 

Brain abscesses were located witha grooved direc- 
tor or a blunt trocar with multiple openings. In 
draining an abscess the consensus of opinion was 
that it is best to have a large opening and continue 
the drainage for a long time, using silkworm gut, 
silver or glass tubes. With the exception of those 
around the mastoid region, these abscesses recurred 
very often. 

Decompression operations were recommended in 
cases of tuberculomata following basal skull fractures 
and benign but inaccessible tumors. It afforded 
relief also in the malignant cases. 

Decompression and drainage in acute lepto- 
meningitis was of no value the few times it was 
employed. 

Jacksonian epilepsy, due to scar cyst and tumor 
was relieved only when operated upon before the 
condition had existed very long. Paresis of the op- 


posite extremity was noted following these opera- 
tions but it usually cleared up. 

The operations for idiopathic epilepsy were uni- 
formly unfavorable. 


Barany, R.: Clinical Development of My Symp- 
tom-Complex (Die klinische Entwicklung meines 
Symptomenkomplexes). Wien. med. Wehuschr., 1913, 
Ixili, 2085. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Inflammatory adhesions can so close up the 
cisterna pontis at the cerebello-pontine angle that 

a serious cystic meningitis occurs. The neighboring 

nerve trunks are injured by pressure from this, par- 

ticularly the auditory, and perhaps also the nerve- 
endings of the auditory, which are found in the 
labyrinth communicating with the cisterna, as well 
as the neighboring parts of the cerebral cortex. 

The clinical picture generally begins suddenly with 

buzzing in the ears, dizziness, disturbance of balance, 

and vomiting. Difficulty in hearing and headache 
in the occipital region of the affected side follow. 

There are two peculiar characteristics: When an 

attempt is made to touch an object with the hand of 

the affected side it passes by on the outer side of it, 
and when nystagmus is elicited toward the diseased 

side there is no movement of the eye inward. A 

series of clinical observations shows how Barany 

gradually came to display this symptom-complex, 
found its cause, and how he localized the centers 
for the arm movements in the cortex of the cerebel- 
lum. Sometimes spontaneous rupture of the cyst 
brings about a cure; otherwise lumbar puncture 
must be done or the cyst opened surgically. 
PAETZOLD. 


Marx, H.: Surgery of Tumors of the Cerebello- 
Pontine Angle (Zur Chirurgie der Kleinhirnbriick- 
enwinkeltumoren). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1913, XXvi, 117. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Marx describes in detail a case of tumor of the 
cerebello-pontine angle that had been developing 
for fifteen months in a 48-year-old man. Symp- 
toms: unsteadiness of gait, decrease in visual and 
auditory acuity, nystagmus, a tendency to fall 
toward the left, bilateral choked disc, slight paresis 
of the right abducens. Kiimmell operated through 
the labyrinth by Pause’s method, but on account of 
the length of the operation and the severe hamor- 
rhage he could only curette out some small fragments 
of the tumor. For a while the patient improved 
markedly, but after five months a cyst appeared at 
the site of operation, and was punctured. After 
thirteen months he grew very much worse, present- 
ing optic nerve atrophy, lack of right corneal reflex, 
paralysis of the facial on the right side, deafness, 
and ataxia of the right arm. A second operation 
was performed by Borchardt’s method and the 
tumor, which was the size of a small apple, was re- 
moved in four pieces. He seemed to be getting 
along well, but died suddenly on the eighth day from 
paralysis of respiration. The autopsy showed that 
the tumor was a fibrosarcoma, that it was smooth 
and had been removed in its entirety, and that the 
right half of the cerebellum was compressed and 
partially destroyed. HENSCHEN. 
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Fiihner, H: Pharmacological Investigations in 
Regard to the Active Constituents of the Hy- 
pophysis (Pharmakologische Untersuchungen iiber 
die wirksamen Bestandteile der Hypophyse.) Zéschr. 
f.d. ges. exp. Med., 1913, i. 307. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Hypophysin represents the collective influence of 
the hypophysis upon the blood pressure, the respira- 
tion, and the uterus. Hypophysin acts differently 
upon the respiration and blood pressure of rabbits 
and cats. Tests made upon the isolated wombs of 
several animals as well as experiments on the uterus 
in situ according to a new method advised by the 
author, always gave the same results. 

Hypophysin is composed of four different sub- 
stances which may be obtained in a crystalline state. 
Clinically the first active principle obtained is not 
very active on the respiration and uterus but it 
influence on the blood pressure is typical. The 
second constituent has a marked action on blood 
pressure, the respiration and the uterus. The third 
is qualitatively and quantitatively much more active 
than the second. The fourth substance has the 
same marked action on the uterus as the third, but 
influences the respiration and blood pressure only 
slightly. The constituent of the hypophysis that 
acts upon the uterus, therefore, is not localized in 
any one part of the gland. Besides the four products 
from which hypophysin is formed, four other sub- 
stances have been isolated from dealbuminized 
extract of the hypophysis. One of these is an acid. 
These substances, however, do not possess any 
action worth mentioning. BENTEIN. 


Luger, A.: Some Features of R6ntgenographic 
Changes in Pituitary Diseases. J. Am. M. 
Ass., 1913, lxi, 752. By Surg., Gynec. & Obst. 

The author confines himself to only two aspects 
of the réntgenographic studies of pituitary disease. 
First, the general change in skeletal development, 
and, secondly, the changes in the skull and in the 
sella turcica which he considers of great importance 
in relation to the differential diagnosis. In addition 
to the known changes in the skeletal configuration 
such as mandibular prognathism, enlargement of 
extremities, and increase in size of sinuses of the skull, 
he mentions the changes in the cervico-dorsal spine 
which have been described by French authors. 

There are normal variations in the size and shape 
of the sella. He considers a measurement of 15 
mm. antero-posterior and ro mm. vertical diameter 
the normal limit. In brachycephalic persons, the 
sella is short and rather deep, while in the brady- 
cephalic, the sella is long and flat. 

It has also been noted that the size of the sella 
corresponds to the length of the posterior portion of 
the base of the skull and is in indirect proportion to 
the distance from its anterior wall to the ethmoidal 
spine. Again, there is apparently a relation between 
the size of the sella and the sphenoidal cells, for a 
small sella is frequently found in association with a 
massive sphenoidal bone. 


Changes in other of the ductless glands cause at 
times an enlargement of the sella. This has been 
noted when the sexual glands have been removed 
or their functions disturbed, and in certain cases of 
thyroid disease. 

As the gland itself is rarely seen, and this only 
when calcification has taken place, conclusions are 
drawn only from the change in the bony parts. 
These changes consist of an enlargement of the sella, 
of a thinning of the floor, and a thinning and absorp- 
tion of the dorsum and of the posterior clinoid 
processes. 

The order of appearance of these changes depends 
on whether the pituitary gland itself is involved — 
the so-called intrasellar tumor—or whether there is 
some pathologic condition in the immediate neigh- 
borhood of the gland. In intrasellar tumor, there 
is first an enlargement in the site of the sella, with 
increasing thinning of its floor and of the dorsum 
sella, followed later by absorption of the posterior 
clinoid processes and dorsum sell. 

In the other types of tumor, the first change 
noticed is the absorption of the clinoid processes 
and of the dorsum sella. The sella may be en- 
larged later but it will not be deepened and rounded 
as in the case of intrasellar tumors. In late cases 
the findings would be the same. 

In cases of brain tumors having no topographic 
relation to the pituitary gland and in cases of hydro- 
cephalus, changes are found in the sella similar to 
those caused by extra-sellar tumors. The differ- 
ential diagnosis in these cases can be made only 
from the clinical symptoms and other réntgen ray 
findings in the skull. 

Attention is called to the enlargement of the 
spheno-parietal sinus due to pressure from the 
growth on the sinus cavernosus, as described by 
Schiiller. 

Finally, tumors of the acoustic nerve cause a 
characteristic change in the dorsum sella, there 
being a tendency in these cases for the dorsum sell 
to incline forward. Wa. A. Evans. 


Peritz, G.: Diseases of the Hypophysis (Hypophy- 
senerkrankungen). VWonatschr. f. Psychiat.u. Neurol., 
1913, XXXili, 404. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the bases of our present knowledge’ of the 
functions of the two lobes of the hypophysis, Peritz 
gives the following scheme of classification for 
diseases of the hypophysis: 1. Diseases of the ante- 
rior lobe: (a) hypofunction, dwarfism; (+) hyper- 
function, acromegaly, gigantism. 2. Diseases of 
the posterior lobe: (a) decreased function, hypophy- 
sial adiposity; (6) hyperfunction, diabetes incipidus. 

3. Mixed forms (acromegaly and adiposity, dwarfism 

and adiposity). 4. Diseases of the hypophysis in 

combination with disease of the other glands: (a) 

genital glands and hypophysis, eunuchoidism; (4) 

all glands, Claude and Gougerot’s pluriglandular 

disease and Falta’s multiple sclerosis. These 
different clinical pictures are discussed in connec- 
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tion with some interesting case histories which 
particularly illustrate the frequent difficulties of 
diagnosis. Particularly noteworthy is a very re- 
markable case of obesity extending only from the 
hips downward, in two sisters of whom only one 
showed cerebral symptoms, ocular disturbances and 
positive réntgen findings. Contrary to Fischer’s 
opinion, it may be a long time in acromegaly as well 
as in adiposity (5 years in one case) before injury to 
the genital gland appears. To explain the pecul- 
iarities of the interaction between the function of 
the hypophysis and the sexual glands, he offers the 
following hypothesis: There is a chemical antago- 
nism between the anterior and posterior lobes (gas 
metabolism, sugar); posterior lobe and sexual glands 
contain a secretion which is mutually stimulating. 
By atrophy of either one the other is injured, so 
that a lack of balance arises between the two parts 
of the hypophysis. Cushing’s theory that hypophy- 
sial obesity is the result of deficient oxidation of 
sugar is very attractive. Its hypophysial origin 
cannot be determined from the localization of the 
fat. Diagnosis would perhaps be possible by means 
of investigation of metabolism (respiratory quotient, 
sugar in the blood). More attention should be 
paid to lymphocytosis. Most important at present 
is the demonstration of swelling of the hypophysis 
through affection of the optic nerve, widening of the 
sella turcica, etc. But tumor is not always the 
cause of disease of the hypophysis, as is shown by 
the changes in the hypophysis in pregnancy as well 
as the post-mortem findings in  pluriglandular 
diseases. For this very reason other diagnostic 
methods must be devised. He thinks operation is 
indicated only when there are severe cerebral symp- 
toms. TOLKEN. 


Schiller, A.: Dystrophia Adiposo-genitalis (Dys- 
trophia adiposo-genitalis). /andb. d. Neurol., 1913, 

iv, Spez. Neurol., 241. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This work is a section of the new handbook of 
neurology and sets forth the present views in re- 
gard to that disease, which is characterized by a 
combination of local cerebral symptoms with 
obesity and atrophy of the genitalia. It is generally 
considered to be due to decreased functional activity 
of the hypophysis. The chief therapeutic indica- 
tion which interests the surgeon is the removal of 
the cause, generally a tumor of the hypophysis. 
Schiiller believes that Hirsch’s endonasal operation 
is not only the simplest but offers the best prognosis. 
The results of the operation are satisfactory. Though 
in most cases the removal of the tumor was by no 
means complete, improvement was shown. Junc. 


Goldzieher, M.: A Tumor ‘of the Pineal Gland 
(Uber eine Zirbeldriisengeschwulst). Virchow’s Arch. 

f. path. Anat., elc., 1913, ccxiii, 353. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Goldzieher describes a case of tumor of the pineal 
gland which he examined post-mortem. It was in 


a 16-year-old boy, and there were metastases in the 
lungs, liver, and peribronchial lymph nodes. The 
microscopic picture of the tumor and the metastases 
was very similar to that of the chorio-epithelioma, 
described by Askanazy. In reality it was an angio- 
plastic sarcoma as described by Malassez and 
Monod. Of the 33 tumors of the pineal gland thus 
far collected by Pappenheimer, the majority were 
sarcomata, with teratoma or glioma second. In 
Goldzieher’s case there was abnormal sexual preco- 
city, hyperplasia of the interstitial cells of the testicle, 
excessive spermatogenesis, and unusual develop. 
ment of secondary sexual characteristics, as hyper- 
trichosis. This fact, in connection with the early 
physiological atrophy of the pineal gland, suggests 
the theory propounded by Biedl and Munzer that 
the internal secretion of the pineal gland is antag- 
onistic to that of the sexual glands, so that the 
latter can only attain full activity when the former 
has undergone involution. The function of the 
pineal gland would in that case be antagonistic 
to that of the hypophysis, which favors the develop- 
ment of the sexual glands. Goldzieher thinks that 
the defect in the function of the pineal gland acts 
directly, as well as indirectly, through the hypophy- 
sis. GEBELE. 


NECK 


Blum, F., and Griitzner, R.: Studies on the 
Physiology of the Thyroid Gland; Methods of 
Iodine Determination in Organic Substances 
(Studien zur Physiologie der Schilddriise; Methoden 
der Jodbestimmungen in organischen Substanzen). 
Zischr. f. physiol. Chem., 1913, 1xxxv, 420. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors are attempting to revise the chemistry 

of iodine metabolism of the thyroid gland by new 
methods of investigation. The methods in use at 
present for iodine determination in organic sub- 
stances are discussed. The authors consider it 
inaccurate to reduce the substances to an ash after 
mixing them with sodium nitrate, especially if 
large quantities are dealt with, on account of the 
large number of other salts contained in the mixture. 
The superoxide of barium is recommended as the 
baryte is subsequently easily removed. Then fol- 
lows a criticism of the colorimetric and titremetric 
determinations of iodine, and a number of well- 
known but unessential errors are pointed out. 
After reduction to an ash, the authors advise com- 
plete oxidation with potassium permanganate in 
acid solution, a complete removal of the per- 
manganate with alcohol, removal of the alcohol, 
acidulating with phosphoric acid, titration with 
thiosulphate 1-100. The authors also describe 
a method for quantitative determination of organic 
and inorganic iodine in blood and organs, which 
depends upon the complete precipitation of the 
albuminous substances by means of acetone. The 
value of the method is illustrated by citing a few 
examples which clearly demonstrate its efficiency 
and indicate the errors to be avoided. Kocuer. 
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CHEST WALL AND BREAST 


Murphy, J. B.: Cylindric-Cell Carcinoma of the 
Breast. Surg. Clin. J. B. Murphy, 1913, ii, No. 4. 
By Surg., Gynec. & Obst. 

The patient under consideration, aged 53 years, 
sought advice on account of a hard mass in left 
breast, an inch above and to outside of nipple, and 
about the size of a pigeon’s egg. She first noticed 
the mass in February, 1913. It was then hard and 
of the same size as it is now. She thinks she had a 
small mass the size of a pea in the breast three years 
ago, but is not positive. She remembers injuring 
the breast quite severely two years ago. In Decem- 
ber, 1912, her heart and lungs were examined 
thoroughly, and no mass was found at that time. 
The mass is not adherent to the chest wall, and the 
skin over the mass is movable. There is no ulcera- 
tion present, no retraction of the nipple, no axillary 
lymph-node enlargement. 

At operation, April 29, a frozen section showed it 
to be a cylindric-cell carcinoma, and a radical opera- 
tion was therefore done. The usual Halsted incision 
was made, extending out on the shoulder, and the 
axilla was cleaned out before removing the breast, 
the anterior aponeurosis of pectorals and all fatty 
tissue being removed first. Then the p. major was 
freed from its costal attachment and reflected out 
onto the arm, splitting it well up to the clavicle. The 
fascia and fat between the pectorales were then re- 
moved, as a lymph node is commonly found here. 
The p. minor was then detached from its costal 
attachment and deflected out or removed entirely. 
All the aponeuroses of both these muscles were re- 
moved; the edge of each muscle dissected free, two 
fingers passed under muscles, which were divided 
close to the ribs so as to leave muscle enough distally 
to fill in axilla, i.e., make an axillary muscle pad. 
The chest portion of muscles was elevated entirely so 
as to expose fascial covering of ribs. All lymph 
nodes and lymph-carrying structures were taken out 
before manipulating breast at all. Thus. by going 
down, the chances of metastases from the breast 
getting into the general lymph circulation are less- 
ened. The axillary vessels were freed very carefully 
of fat, care being taken not to wound the subscapular 
nerves. The breast itself was then removed, taking 
care to undermine the skin edges as far as possible, 
a very important point. 

There is danger that the subsequent contraction 
of a scar might compress the axillary vein and cause 
ceedema, but this is prevented by leaving in the 
pectoral muscle stumps to act as a protecting pad for 
the axillary vessels and nerves. The next step 
was to place the pectoral muscle stumps into the 
axilla. By a few catgut sutures they were swung 
in, down, and back into the axilla, and fastened to 
the edge of latissimus dorsi and chest wall. Now 
all the axillary vessels and nerves were fully protect- 


ed. She could swing her arm in any position without 
interfering with the circulation. The wound was 
closed by putting in a considerable number of silk- 
worm-gut tension sutures and horsehair for the inci- 
sion taking care that there was no tension on these 
flaps. A small rubber drainage-tube was put in, 
extending high up into the axillary space, and fixed 
to skin with a silkworm-gut suture. The drainage- 
tube was taken out at the end of 72 hours and the arm 
dressed by the side, hand resting on the chest. The 
iodine is first removed with alcohol, and then the 
bismuth subiodide dusting powder is applied. 

The drain was removed on the fourth day, there 
having been little drainage. Stitches removed on 
the fifteenth day. Primary healing. The convales- 
cence uneventful. Patient left five weeks after opera- 
tion. 


Kron, N. M.: Local Anesthesia in Breast Ampu- 
tation (Lokalanisthesie bei mamma-amputation we- 

gen Carcinom). Chirurgia, 1913, xxxiv, 54. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Local anesthesia in amputation of the breast was 
first used in Russia by Hirschel. Kron’s report of 
the case shows that the patient was a 70-year-old 
woman with myocarditis, dilatation of the aorta, and 
emphysema. Therefore local anesthesia was select- 
ed. The anesthesia began with injection in the 
region of the brachial plexus, then in the region of 
the intercostal nerves. All together 65 ccm. of 20.5 
per cent solution of novocaine and 50 ccm. of a 0.25 
per cent solution with the addition of 8 or 9 drops of 
adrenaline was used. The amputation of the breast 
and cleaning out of the axilla proceeded smoothly 
and without pain. The patient recovered and was 
discharged at the end of ten days. SCHAACK. 


King, H. M., and Mills, C. W.: Therapeutic 
Artificial Pneumothorax. Am. J. M. Sc., 1913, 
cxlvi, 330. By Surg., Gynec. & Obst. 

These authors have confined the use of artificial 
pneumothorax to cases which have failed to im- 
prove under the usual and more conservative meas- 
ures. 

Some advocates of the method employ it in so- 
called early and favorable cases, but as most of these 
cases improve under the usual treatment it is diffi- 
cult to say just how much of the improvement is 
due to this particular procedure, consequently the 
method employed in the cases here reported is one 
of last resort. 

After discussing the various indications for the 
treatment and conclusions reached by various au- 
thors, the technique is described and the histories 
and skiagraphs of 16 cases are given. ‘Two of the 
cases have shown marked and seemingly permanent 
improvement; six,temporary or slight improvement; 
and in one case, hemorrhages have apparently 
been controlled. In one case of lung abscess no 
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improvement followed the treatment, and in six, on 

account of pleural adhesions, either no gas could be 

injected or not enough to produce sufficient collapse. 
H. A. Ports. 


Thomas, G. F.: The Roéntgen Diagnosis of Le- 
sions in the Region of the Mediastinum. Tr. 
Am. Réntg. Ray Soc., Boston, Oct., 1913. 

By Surg., Gynec. & Obst. 

The X-ray, either radiographically or fluoroscopi- 
cally, offers a means for the early diagnosis of lesions 
in the region of the mediastinum when pressure 
symptoms are the patient’s only complaint and physi- 
cal examination is negative owing to the inacces- 
sibility of the mediastinum. 

A normal position of the mediastinum and its 
contents depends upon a normal tension in both 
sides of the thorax and a normal equilibrium be- 
tween the intrathoracical tension and the intra- 
abdominal pressure. For this reason plural adhe- 
sions or effusions, pneumothorax, tumors, super- 
fluous fat within the abdominal cavity, and vis- 
ceroptosis all cause distortions of the shadow. 

A broad and mottled mediastinal shadow is 
indicative of tuberculous mediastinitis; large, dis- 
crete shadows, of Hodgkin’s disease; a transverse 
position of the heart resulting from lengthening of 
the aorta (without dilatation), of specific aortitis; a 
pulsating tumor, of aneurysm; and a tumor rising 
with deglutition, a substernal thyroid as opposed to 
aneurysm. The bismuth visualized csophagus 
shows numerous variations from normal which are 
due either to lesions of its wall or pressure from 
without. 

The semilateral projection is of distinct value for 
the study of the anterior and posterior mediastinal 
contents, the bodies of the dorsal vertebra, and the 
enlarged thymus. 

In most cases the outline of the aorta should 
show distinctly enough through a superimposed 
shadow to make it possible to differentiate between 
an aneurysm and a mediastinal tumor. 

Emphasis was given to the dictum that the 
method of procedure should be a correlation of the 
anamnesis and the physical and laboratory findings, 
together with an X-ray examination. 

; Frances C. TURLEY. 


HEART AND VASCULAR SYSTEM 


Scholz, B.: The Clinical Picture of Traumatic 
Rupture of the Heart Valves (Das klinische Bild 
der traumatischen Herzklappenzerreissung). Zischr. 
f. Versicherungsmed., Leipz., 1913, vi, 33. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Scholz describes the picture of true rupture of the 
heart valves after exclusion of the symptoms due to 
hemorrhage into the endocardium, myocardium, 
or pericardium, and gives a typical case. As has 
been proved experimentally, hypertension in the 
aorta plays an important part in rupture of the 
heart valves caused by trauma of the thorax. 


Valve injuries are by far more frequent in the left 
heart. Spontaneous ruptures from excessive high 
arterial pressure always affect the left heart. In 
injuries to the pulmonary and aortic valves there is 
either a perforation of the valve or it is torn off at 
its attachment. In the auriculo-ventricular valves 
there is hardly ever a complete separation, but 
individual chorde tendinee, or the bundles of 
papillary muscles, are torn. The clinical picture 
of these two forms of injury isthe same. In perfora- 
tion there is simply insufficiency; where the valve 
is completely or partially torn off there is insuffi- 
ciency and stenosis, the double murmur being 
caused by the fluttering of the torn flaps. A pure 
stenosis is not observed in rupture. It can come 
only from traumatic endocarditis. The first ob- 
jective signs of ruptured heart valve are tachycardia, 
arrhythmia, and a fall in blood pressure. After 
from a few hours to a few days a pathognomonic 
sign of rupture appears: a very loud, grating, 
double murmur, at first without enlargement of the 
heart, since the healthy muscle maintains compensa- 
tion. Gradually the picture becomes more like 
that of heart failure from endocarditis. The sub- 
jective symptoms generally appear after a few days 
and consist of marked dyspnoea and painful sensa- 
tions in the region of the heart. 


Wrede, L.: Direct Massage of the Heart (Uber 
direkte Herzmassage). Arch. f. klin. Chir., 1913, ci, 
833- By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author attempted to answer the question as 
to whether it is possible to bring about artificial cir- 
culation by means of direct massage of the heart. 
He injected a solution of carminum cceruleum into 
the left external jugular vein of dogs that he had 
killed and then induced artificial respiration and 
applied direct massage to the heart. After a time 
he succeeded in finding the dye in the blood of the 
veins as well as in that of the arteries. From this 
fact he concluded that the dye must have passed 
through the capillary system. The dye was found 
also in the portal blood. Whether the passage 
through the capillaries occurred in the direction of 
the normal circulation or in the opposite direction 
could not be proven absolutely. However, as dur- 
ing the massage the blood pressure was considerably 
higher in the arteries than in the veins, it seems at 
least very probable that the circulation of the blood 
was in the normal direction. 

Adrenal preparations were found to increase the 
effect of the direct massage of the heart considerably. 
Often in the experiments with animals massage of 
the heart and artificial respiration failed and the 
heart-beat did not begin until after paranephrin had 
been injected into the blood channel. The effect of 
the paranephrin, however, disappeared quickly. To 
obtain more lasting results, according to Kretsch- 
mer, a solution of adrenal preparation must be 
allowed to flow in continuously. The author did 
not succeed in obtaining a continued increase in 
blood pressure by this method. He believes, how- 
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ever, that the preparation should be injected re- 
peatedly in order to obtain at least a repeated in- 
crease in the blood pressure. 

Of great importance for the results of direct mas- 
sage of the heart is good artificial respiration. Even 
after the beginning of spontaneous breathing it 
must not be interrupted too soon. In his experi- 
ments with animals, the author noted on the re- 
awakening of the respiration centers that, in spite of 
continued artificia! breathing and independent of it, 
there was first a period of dyspnovic breathing. This 
he believes was to rid the respiration centers of the 
excess of abnormal metabolism products, for only 
when that had been accomplished did the reaction 
to the respiration stimulus become normal. In the 
case of man, the author believes it is very important 
that the artificial respiration should not be inter- 
rupted until the respiration centers have become 
completely quieted. 

Numerous failures of direct massage of the heart 
Wrede attributes to faulty artificial respiration. 
The result of massage of the heart is dependent, not 
upon the vitality of the heart, which is great, but 
upon the vitality of the cerebrum which expires 
within ten to fifteen minutes after the circulation 
has been interrupted. The heart muscle itself may 
be severely injured by the massage, but Wrede 
believes that such injuries can be avoided and 
recommends the method for suitable cases. 

M. von Brunn. 


PHARYNX AND C£SOPHAGUS 


Millspaugh, W. P.: Some Interesting (Esophageal 
Cases. Laryngoscope, 1913, xxiii, 938. 
By Surg., Gynec. & Obst. 
Millspaugh gives an interesting list of foreign 
bodies which have been removed from the oesophagus 
under his supervision. ‘The first instance is that of 
an insane woman swallowing a nine-inch knife 
which was finally removed by gastrostomy. In his 
second case, while no foreign body was found in the 
cesophagus, the experience shows the danger of using 
too much cocaine in the performance of passing the 
tube. Tooth-plates and parts of tooth-plates are 
among the foreign bodies most frequently swallowed, 
while coins are common articles which children are 
prone to use for obstructing the asophagus. One 
patient imagined that her tooth-plate, which she 
swallowed seven years before, was still in the throat. 
An X-ray cleared the diagnosis, but the woman still 
believed her teeth were in her oesophagus. 
Fragments of bone, caught in the oesophagus, are 
a frequent cause of worry and trouble. Millspaugh 
relates a very interesting case of a girl about 23 years 
old, who had produced a long stricture in her 
cesophagus by swallowing pure nitric acid. After 
many attempts at dilating, etc., in company with 
two other surgeons, he endeavored to introduce the 
bronchoscope, which resulted in tearing an opening 
through the pericardium, through which the three 
surgeons saw the pulsating heart. H. B. Brown. 


Meyer, W.: (sophagoplasty. Ann. Surg., Phila., 
1913, lviii, 289. By Surg., Gynec. & Obst. 
From the experience of three cases of oesophageal 
stricture in which plastic operations have been done, 
the author discusses the technique and possibilities 
of cesophagopiasty by the Jianu-Roepke method, 
in which the lower end of an extrathoracic cesoph- 
agus is constructed from the partially excised greater 
curvature of the stomach. In no case was the 
plastic tube long enough to connect with an oral 
stump, but the author believes the gap can be suc- 
cessfully bridged by a plastic operation on the skin, 
or by the use of a tube. From experiments on 
animals, he suggests the possibility, in some cases, 
of using the Jianu tube intrathoracically, anastomos- 
ing it directly to the esophageal stump proximal to 
the stricture. In the use of the Jianu tube extra- 
thoracically, it is perhaps better to transplant the 
tube subcutaneously than subpectorally. 

The author believes that the reconstruction of an 
cesophagus is to be thought of, not only in cases of 
benign stricture and operable malignant tumors, 
but in the inoperable malignant strictures as well, 
for in such cases the restoration of the power of 
swallowing would remove the patient’s greatest 
hardship. Brooks. 


Denk, W.: The Radical Operation for Carcinoma 
of the Hsophagus (Zur Radikaloperation des GEso- 
phaguscarcinoms). Zentralbl. f. Chir., 1913, xl, 1065. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In experiments with cadavers and animals, Denk 
has marked out a method of radical operation for 
oesophageal carcinoma by which the thorax is not 
opened. With moderate differential pressure or 

Auer-Meltzer insufflation, a 20 ccm. incision is made 

parallel to the left costal arch. The peritoneum 

over the cardia is freed bluntly, the vagus branches 
being avoided, and the oesophagus is mobilized in 
the hiatus and mediastinum up to the bifurcation, 

a special instrument being used. If the carcinoma 

cannot be freed, gastrostomy is performed. After 

the lower oesophageal segment is freed, the neck is 
opened, followed by mobilization. With bimanual 
preparation the fingers reach several centimeters 
from the abdomen and neck toward the opposite 
covering. If the carcinoma lies above the bifurca- 
tion the operation is begun at the neck. After 
mobilizing the oesophagus, it is severed close to the 
cardia, after crushing and applying metal clamps, 
one clamp cardially. The qasophagus, with the 
carcinoma, is pulled through the neck wound and 
divided above the carcinoma. The stump is placed 
subcutaneously, antethoracically, the cut surface of 
the csophagus being sewed into the skin. The 
cardia is closed, the opening in the diaphragm 
sutured, and gastrostomy performed. The latter 
might be done two or three weeks earlier, through 
the right rectus muscle. After healing, an cesoph- 
agus fistula is connected with gastrostomy tube. 

Later antethoracoplasty is performed. The ad- 

vantages of this method are: avoidance of the 
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pleural route, avoidance of injury to the pleura, and 
impossibility of the occurrence of mediastinal infec- 
tion by oesophageal contents. If the carcinoma 
tears, the mediastinum can be drained through the 
laparotomy or cervical wound, and the pleura 
through a rib resection. Bort. 


Teske: Statics and Mechanics of the Thoracic 
Viscera (Uber Statik und Mechanik der Brustein- 
geweide). Zentralbl. f. Chir., 1913, xl, 1368. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


From several years of study and experimenting 
on animals, Teske believes that the commonly 
taught theory of the passive expansion of the lungs 
by the thoracic wall is right. When respiration 
takes place in a bilateral pneumothorax it is not 
active but is caused by the lungs filling up the 
pleural sinus and coming in contact with the thoracic 
wall and diaphragm. The fact that animal ex- 
periments have shown that the upper and middle 
lobes may be collapsed while the lower lobe is air- 
containing, argues against the capacity of the lungs 
for active contraction. The practical point to be 
gained from this is, that in applying pneumothorax 
the air should only be allowed to penetrate slowly, 
so that the lung may be slowly pressed downward 
into the pleural sinus. Brauer’s theory of the 
pendulum movement of the air in the pneumothorax 
lung is refuted by the author’s method of artificial 
hydrothorax to keep the respirations quiet in opera- 
tions on the thorax. If narcosis is deep, fluttering 
of the mediastinum need not be greatly feared. To 
avoid it, however, Miiller-Murphy’s method of 
fixation of the mediastinum may be used or Krause’s 
tampon or Teske’s method of artificial hydrothorax 
and strong traction on the sternum. Rhythmic 
compression may be used to guard against dilatation 
of the heart and insufficiency of the auriculo-ven- 
tricular valves. In an active lung it is impossible 
to keep either half of the diaphragm stationary by 
cutting the phrenic nerve. The lungs are not only 
respiratory organs but are supports in the architec- 
ture of the body. We can only examine the statics 
and mechanics of the thoracic viscera by taking into 
consideration their relations to the abdominal 
cavity. Bope. 


Henschen, K.: Fascia Transplantation to Cover 
Defects in the Diaphragm, Chest Wall and 
Pericardium (Transplantative Deckung grosser De- 
fekte des Zwerchfells, der Brustwand und des Herz- 
beutels mit Fascienlappen). Zentralbl. f. Chir., 1913, 
xl, 1249. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Animal experiments conducted by Henschen 
showed transplanted fascia after three and one-half 
and seven weeks free from necrosis, somewhat 
swollen, but still capable of staining and partially 
vascularized. Therefore, the following technique 
was recommended for operations on man: Defect on 
the thoracic wall to be closed by an intrapleural 
flap of fascia, the two edges to be applied smoothly 
to the surface of the costal pleura. Before cutting 
the sutures, pressure to be raised so that the lungs 
come in contact with the thoracic wall. On top of 
this a second flap of fascia of the same size, or only 
broad bands of fascia or periosteum, to be fastened 
to the outer edges of the defect and to the inner flap 
with button sutures of fine silk; this membrane 
to be covered with skin or soft tissue. This pro- 
cedure is also adapted to covering the defect in 
congenital, traumatic, or spontaneous hernias of 
the lung. 

Henschen also tried the transpleural repair of 
defects in the muscular and tendinous diaphragm 
on dogs. Fascia flaps were applied to the defect 
from the abdominal side, as above described. 
There were always adhesions between the lung and 
the fascia, but never adhesions of the abdominal 
surface with the abdominal organs. The histolog- 
ical picture was as described above. The fascia 
was transformed into firm, tense connective tissue. 

In operations of this nature on human subjects a 
peritoneal and a pleural layer are recommended. 
Each half of the diaphragm can be laid bare by a 
long intercostal thoracotomy incision in the seventh, 
eighth, or ninth intercostal spaces. In chronic 
hernia or larger eventration through the diaphragm, 
radical operation is indicated. Good view of the 
field to be obtained only through the thorax. If 
necessary, thoracotomy is combined with a laparot- 
omy incision. In the same way defects in the 
pericardium may be replaced by fascia. 

HOFFMANN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Verhoogen, J.: The Transverse Incision in 
Abdominal Surgery (Des incisions transversales 
dans la chirurgie abdominale). J. méd.de Brux., 1913, 
xviii, 125. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a short history of oblique and 
transverse incisions. These methods have been 
known for some time but not extensively adopted. 

According to anatomical principles the longitudi- 
nal incision is to be preferred, as it does not cause so 


much damage to the nerves that govern the rectus 
muscles or to the tissues generally. A detailed exposi- 
tion is given of the expediency of the transverse 
incision in special abdominal regions and the con- 
sequent greater accessibility of the viscera. In 
general the cicatrices are resistant and not very 
noticeable if the healing process goes on without any 
reaction; otherwise, especially after transverse 
division of the rectus muscles, there may be very 
disagreeable eventrations. Untoward results are 
naturally more pronounced in the larger incisions. 
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To sum up the advantages of the oblique and 
transverse incisions more accurately, it will be nec- 
essary to await the results of a greater number of 
cases. TIEBER, 


Weishaupt, E.: A Case of Extraperitoneal Ade- 
noma and Two Cases of Intraperitoneal My- 
oma of the Round Ligament, with Remarks in 
Regard to the Origin of Inclusions of the 
Epithelium (Ein Fall von extraperitonealem Ade- 
nomyom und zwei Fille von intraperitonealen Myo- 
men des Ligamentum rotundum mit Anmerkungen 
iiber die Herkunft der epithelialen Einschliisse). 
Arch. f. Gynék., 1913, Xcix, 491. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Cases are described with details of the histological 
findings. Tumors of this kind originate from the 
epithelium of the peritoneum and the processus 
vaginalis peritonei. A foetal origin is to be thought 
of only in a very few cases where there is a mor- 
phological conformity with renal glomeruli. In- 
flammation must be considered the disposing factor 
in all cases. KOHLER. 


Gétjes, H.: Surgical Treatment of Ascites (Zur 
chirurgischen Behandlung des Ascites). Verhandl. d. 
.Gesellsch. deutsche Naturforsch. u. Arste, 1913, ii, part 
2,152. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Gétjes determined ‘by animal experimentation 
that stasis in the region of the collateral branches of 
the portal vein is easily compensated, while stasis 
in the region of the superior mesenteric vein, the 
chief source of supply for the portal vein, is ir- 
reparable and can only be borne when an artificial 
way is provided for collateral circulation in this 
region. Therefore, he proposes, as a modification 
of Talma’s operation, to split the left fold of the 
mesentery and dissect it back for about a hand- 
breadth, to make a peritoneal wound of about the 
same extent over the seat of the left kidney, and to 
fasten the edges of these peritoneal wounds together 
throughout their entire extent, thus creating the 
possibility of a collateral circulation between the 
superior mesenteric and left renal veins. 

BLEZINGER. 


Sick, C., and Fraenkel, E.: The So-called Biliary 
Peritonitis (Ein Beitrag zur sog. galligen Peritoni- 
tis). Beitr. z. klin. Chir., 1913, Ixxxv, 687. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors report a case of so-called biliary 
peritonitis. At operation a minute traumatic per- 
foration of a healthy gall-bladder was found. 

Serial sections were made and are reported on in the 

original article. On the basis of this and the 

Nauwerk-Liibke case, the authors conclude that a 

similar condition must have existed in most of the 

cases reported up to the present time as biliary 
peritonitis without perforation of the gall-bladder. 

The perforations in these cases must have been so 

small as to escape notice. Serial sections are really 

necessary to decide whether the gall-bladder wall 
has been completely or partially punctured. Even 


careful macroscopic examinations of a suspected 
area are not sufficient to decide whether actual 
perforation has occurred. Peritonitis certainly did 
not arise from contact with sterile bile. Cholecys- 
tectomy is recommended as the best treatment of 
the conditions. BLEZINGER. 


Weber, F.: Injury with a Pointed Instrument; 
with Comments on Prophylaxis and Treat- 
ment of Peritonitis (Ein Fall von Pfihlungsverietz- 
ung. Im Anschluss daran einiges iiber Prophylaxe und 
Therapie der Peritonitis). Mainchen. med. Wcehnschr., 
5913, Ix, 1772. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A 21-year-old girl fell in the hay-field on 
the prong of a rake which she said penetrated 30-40 
cm. into the vagina. In the left vaginal vault a 
jagged tear into the parametrium admitted two 
fingers. An iodoform gauze strip was placed in the 
wound and the vagina loosely tamponed. After 
twelve hours, marked symptoms of peritonitis 
developed and laparotomy was performed. In the 
abdominal cavity a large quantity of fluid and coag- 
ulated blood was found. Below the left ovary a 
tear in the peritoneum 5 cm. long passed through 
the parametrium into the vagina, no other injury 
being noted. The patient was placed in an extreme 
Trendelenburg position and the abdominal cavity 
washed out with 25 liters of salt solution; 
the peritoneal tear sewed up; the parametrium left 
open toward the vagina; 30 ccm. of 10 per cent cam- 
phorated oil placed in the abdominal cavity and the 
abdomen closed. Recovery was uneventful. 

The author cites 200 cases where excellent results 
were obtained by abundant irrigation with salt 
solution when the peritoneum had been soiled by 
ruptured pyosalpinx or ovarian tumors or tubal 
abortions, the treatment being much less severe 
than dry sponging. The application of sterile 
camphorated oil increases the favorable effect. Even 
when peritonitis has already developed, irrigation 
with salt solution and application of camphorated 
oil give excellent results. HeErzoG. 


Despard, D. L.: Subdiaphragmatic Abscess. Ann. 
Surg., Phila., 1913, lviii, 334. 
By Surg., Gynec. & Obst. 

Despard reviews the anatomical relations of the 
viscera in the subdiaphragm and points out the 
boundaries and localities in which pus may accu- 
mulate and form subdiaphragmatic abscesses. 

These abscesses are usually secondary to some 
lesion causing direct contamination of this area, as 
a perforating gastric or duodenal ulcer, or next in 
order of frequency, by infections spreading, by con- 
tinuity or contiguity, from the appendix, gall- 
bladder, liver, pelvic organs, thorax or spleen. 

He reports four cases and suggests a method, 
making use of an extra- and an intraperitoneal in- 
cision, by which many of these abscesses may be 
opened and drained without draining through either 
the pleural or the peritoneal cavities. 
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Davies, T. F.: A Method of Operating for Radical 
Cure of Inguinal Hernia. Brii. WM. J., 1913, ii, 
727. By Surg., Gynec. & Obst. 

The author makes his skin incision just internal 
to and above the spine of the pubis, and runs it up- 
wards parallel to the fibers of the aponeurosis of the 
external oblique from which the skin and_ sub- 
cutaneous tissue is raised. The pillars of the ring 
having been clearly defined, the external oblique is 
split up far enough to give sufficient room. The 
cord and structures covering the sac are seen lying 
in their places and must not be touched. The 
lower margin of the internal oblique is retracted 
upwards. The peritoneum (not the sac) is then 
opened from the internal ring upwards. In almost 
all of the cases operated upon, the internal ring is 
very much approximated to the external by the 
dragging of the herniated gut, so that there is 
plenty of room above it. If there is not enough 
room, however, the incision of the peritoneum may be 
carried down on the outer side of the ring. When 
the abdominal cavity is opened, the neck of the sac 
can be seen from the inside. If omentum or other 
structures are adherent they may easily be separated 
or drawn out of the sac. The lower end of the 
incision through the peritoneum is then carried down 
to the neck of the sac and around it, so that the ab- 
dominal peritoneum is entirely separated from the 
sac, just as the hand of a glove would be separated 
from a finger if the latter were cut off at its junction 
with the palm. The abdominal peritoneum is next 
closed with a continuous suture as in any other ab- 
dominal operation. The sac is dissected out. 

Evidently the cord is not transplanted. The inter- 

nal oblique is drawn down to the shelving edge of 

Poupart’s ligament and the external oblique usually 

overlapped. ‘The operation is particularly applica- 

ble where there is the hardened fibrous ring at the 
opening in the sac. M. S. HENDERSON. 


Dreesman, H.: The Radical Operation for 
Inguinal Hernia (Die Radikaloperation der Ingui- 
nalhernie). Verhandl. d. Gesellsh. deutscher Naturf. u. 
Arsle., 1913, ii, 150. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Although the difference between the percentage 
of recurrences of inguinal hernia after the Bassini 
method, (i. e., 2.48 per cent in 403 cases), and the 
percentage of recurrences after the extirpation of the 
hernial sac alone, (i. e., 2.87 per cent in 209 cases), is 
very slight, the author advises, besides the extir- 
pation of the hernial sac, also the careful closing of 
the hernial canal. 

Like Hakenbruch, Dreesman forms the posterior 
wall of the inguinal canal not only out of muscula- 
ture, as is done in the Bassini method, but also from 
fascia. He resects the aponeurosis of the obliquus 
externus not directly above the inguinal canal, but 
further above, and in a direction parallel to the mid- 
line. After freeing the lateral portion of the ob- 
liquus tendon up to Poupart’s ligament and carefully 
dressing the hernial sac, he sutures the medial border 


.ment by two mattress sutures. 


of the fascia of the obliquus externus and the mus- 
culature of the obliquus internus and transversus 
muscles to the surrounding parts of Poupart’s liga- 
Over this he sutures 
the lateral portion of the fascia of the obliquus 
externus. ‘The spermatic cord above lies as far as 
possible in a vertical position directly beneath the 
skin. The skin wound is drained to prevent the 
hemorrhage that is always likely to occur with local 
anesthesia. This method has been used for two 
years on more than one hundred cases and so far no 
recurrences have been noted. 


GASTRO-INTESTINAL TRACT 


Sever, J. W.: The Position of the Stomach in 
Children in Relation to Posture. N.Y. M.J., 
1913, XCVili, 551. By Surg., Gynec. & Obst. 

This paper is an original investigation of the loca- 
tion of the stomach in relation to the posture of the 
body. The data were obtained from an X-ray 
examination after a bismuth meal and a physical 
examination of over 80 children. 

With regard to posture the cases are classified as 
follows: (1) Good or so-called normal posture. 
(2) Forward shoulders, normal dorsal curve increased 
forward, abdomen protuberant. This type is com- 
monly called the forward shoulders, round, hollow 
back type. (3) Cases showing forward shoulders, 
an increased backward slope of the normal dorsal 
curve, but a normal lumbar spine and a flat abdo- 
men. (4) Cases in which the predominating feature 
is the flat back, that is, a flattening of the normal 
physiological anteroposterior curves of the spine. 

In Class 1 there were 12 cases presenting height 
and weight above the normal. In to the lower 
border of the stomach was well below the iliac 
crests. In one it was above the iliac crests and in 
the other at the lower border of the fourth lumbar 
vertebra. Most of these stomachs were dilated and 
of the sink-drain type. 

In Class 2 there were 45 cases with forward 
shoulders, round hollow backs, protuberant abdo- 
mens. In 16 the lower border of the stomach was 
just above the iliac crests. In 7 cases it was just 
at the level of the crests and in 22 it was well below 
them. Many of these stomachs seemed large and 
dilated and none were of the normal cow’s-horn 
shape. 

In Class 3 there were 14 cases. In 9 of them the 
lower border of the stomach was below the iliac 
crests, in one at the level of the crests, and in 4 at the 
fourth lumbar vertebra. 

In Class 4 there were 12 cases. In 8 of these the 
stomachs were below the iliac crests, in 3 at the 
level of the crests, and in one at the fourth lumbar 
vertebra. 

In nearly every case the index of Bescher and Len- 
hoff was studied, as it is supposed to give an idea of 
the capacity of the upper abdomen. Indices over 
80 supposedly show a relative incapacity of the 
upper abdomen and those below 80 a normal capac 
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ity of this area. The average index in 73 cases was 
78, or normal, and therefore showed that little or 
no value was to be placed on these data as a guide to 
the presence or absence of visceral ptosis. 

In the 83 children of average development examined 
the average position of the stomach was much lower 
than is usually considered normal. The ideal cow’s- 
horn stomach is rare. In most of these cases the 
stomach was of the horizontal, or sink-drain, type 
and was often dilated. However, the writer be- 
lieves that alow stomach ina child does not indicate 
a pathological ptosis, and that poor posture does not 
cause ptosis in children. Pau P. Swett. 


Sherren, J.: Diagnosis and Surgical Treatment 
of Gastric and Duodenal Ulcers; Report of 369 
Operative Cases (Diagnose und chirurgische Be- 
handlung des Magen- und Duodenalgeschwiirs; Nebst 
einem Bericht iiber 369 operativbehandelte Fiille). 
Berl. klin. Wehnschr., 1913, 1, 1285. 

By Zentralbl. f. d. ges. Gyniik. u. tubal. s. d. Grenzgeb. 


The author reports 360 operative cases of ulcer, 179 
of them gastric and 190 duodenal. The chronic 
gastric and duodenal ulcer is more frequent in men 
than in women; the perforating duodenal ulcer, in 
contrast to the perforating gastric ulcer, is also more 
frequent in men. The author does not agree with 
Wilkie in his assertion that inflammations of the 
appendix have any connection with the etiology of 
chronic ulcers, or inflammatory conditions of the 
ileocecal region (coprostasis) with duodenal ulcers. 
When typical symptoms are present, the diagnosis 
of gastric and duodenal ulcers is relatively easy; in 
atypical cases, gall-stones and chronic appendicitis, 
then gastric crises of tabes, lung and kidney con- 
ditions enter into the differential diagnosis. 

In the differential diagnosis between gall-stones 
and duodenal ulcer or between appendicitis and 
gastric ulcer, the hyperacidity speaks for ulcer, 
while in differentiating chronic gastric from duo- 
denal ulcer, high acidity points to the latter. The 
author found no constant difference in the results of 
test breakfasts in cases of ulcer near the pylorus or 
far removed from it near the lesser curvature. 
X-ray exposures after bismuth meals in cases with 
no deformity have at the present time little value; 
at no time could the author observe with any cer- 
tainty a retardation in the emptying of the stomach 
in cases of chronic duodenal or gastric ulcers. 

Increased peristalsis of the pyloric end of the 
stomach is observed, not in gastric conditions alone, 
but also in cases of gall-stones and chronic appendici- 
tis. In all cases which were clinically doubtful the 
X-ray was of no value. 

In 5 consecutive cases of hour-glass stomach, the 
diagnosis was made in 4, and wrongly made in one 
case of galls-tones and one of chronic appendicitis. 
Among the 369 cases, 58 were perforative (30 duo- 
denal and 28 gastric). In contrast to the duodenal, 
in the gastric group the acute ulcer, usually per- 
forated, was in the majority of cases situated at the 
anterior stomach wall and was more frequent in 


women thanmen. ‘The perforation rarely occurred 
without prodromal symptoms. 

The surgical treatment of chronic gastric ulcer 
consists at the present time, in all cases, of gastro- 
jejunostomy with at the same time inversion or 
excision of the ulcer without pylorus exclusion. 
Surgical treatment, which was only used as a last 
resort after failure of thorough internal treatment 
or relapse, showed 80 per cent complete cures and 
was connected with very slight risk to the patient. 
The author believes that the chronic gastric ulcer 
situated at the pylorus or in the fundus will heal 
after gastrojejunostomy, provided that it is not 
adherent to the pancreas or posterior surface of the 
liver; in the latter cases excision is preferable. In 
28 cases in which the posterior, no-loop gastro- 
enterostomy (the operation of choice) was made 
impossible by adhesions, the gastrojejunostomy 
anterior retrocolica gave the same satisfactory 
results. Of 151 cases, the treatment in 4 was 
excision, without a death; in 17, excision and gas- 
trojejunostomy, with 1 death; in 2, gastrectomy, 
with 1 death; and in 109, gastrojejunostomy, with 
2 deaths. In none of the latter cases was malignant 
degeneration observed. In 19 cases of hour-glass 
stomach, the treatment in 10 cases was gastro- 
jejunostomy posterior, with no death; in 5 cases, 
gastrojejunostomy anterior, with 1 death; in 2 cases, 
double gastrojejunostomy, with no death; in 2, 
modified Roux operation, with no death. The 
results in all cases were satisfactory. 

Before the operations on the stomach, the author 
gives his patients nothing but sterilized food for 
24 hours. After the operation the patient may 
drink water at will, and in case vomiting occurs, 
food is withheld and the stomach washed out. 
Vomiting, however, is unusual. For three months 
after the operation care is taken with the diet, roast 
beef, ham, and bacon being absolutely excluded. 

The surgical treatment of chronic duodenal ulcers, 
in which all medical therapy had been useless, con- 
sisted in inverting the ulcer and making a posterior 
gastrojejunostomy without pyloric exclusion. Of 
1601 cases, only 2 terminated fatally. 

The treatment of the perforating gastric and duo- 
denal ulcers consisted in closure of the perforation 
through inversion or excision; in duodenal ulcers 
gastrojejunostomy was necessary at the same time; 
in acute gastric ulcers it is not only unnecessary 
but unwise if the normal function is not disturbed 
through stenosis; in chronic perforating gastric 
ulcer the same treatment was used as in non-per- 
forating. The free fluid was sponged off, no ir- 
rigation being needed and drainage seldom being 
used. The abdominal wound was always closed, 
and only in a few cases was pelvic or lumbar drainage 
inserted. 

Of 28 perforating gastric ulcers, 16 healed, 10 in 
the first 24 hours, the unhealed cases again being 
operated upon later. In contrast to hematemesis of 
young women, which in 75 cases was the first symp- 
tom, the author advises the following) treatment in 
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bleeding from chronic duodenal and gastric ulcers: 
When the bleeding has stopped and the condition 
of the patient makes it possible (usually after 36 to 
48 hours), or when the hemorrhage continues or 
recurs, direct treatment of the bleeding point should 
be attempted, because for bleeding from a larger 
vessel gastrojejunostomy is insufficient. | 

In bleeding gastric ulcers the author advises 
ligation of the apparent vessel and excision of the 
ulcer with opening of the stomach, if necessary 
followed by gastrojejunostomy. In bleeding duo- 
denal ulcer he advises the inversion of the ulcer and 
ligation of the gastroduodenal artery, and finally 
the opening of the intestine with gastrojejunostomy. 
With this treatment the author has had excellent 
results. 

The so-called paralytic vomiting which follows 
gastrojejunostomy easily yields to gastric lavage. 
In 4 cases a second operation was made necessary 
by persistent regurgitant vomiting. Stubborn 
diarrhoea never occurred. In 5 cases of gastro- 
jejunostomy posterior without loop (4 duodenal and 
1 gastric), a second operation was necessary on 
account of a jejunal abscess situated on the anterior 
surface of the distal portion of the jejunum. 

Excision of the ulcer, excision of the anastomosis, 
and a modified Roux operation brought about 
healing. BLEZINGER. 


Hall, J. N.: The Complications of Peptic Ulcer. 
Med. Rec., 1913, Ixxxiv, 566. 
By Surg., Gynec. & Obst 

This study of the complications of ulcer is based 
upon the cases in the private practice of the author. 
During the past eleven years the diagnosis of gastric 
ulcer has been made 188 times by the author; that 
of duodenal ulcer, 78; a total of 266. The propor- 
tion of duodenal ulcers would be greater under the 
present methods of classification, since all ulcers 
involving the pylorus have been placed under the 
gastric ulcers. 

Among the complications, the author considers 
first those arising from mechanical disturbances. 
Dilatation of the stomach is a very common result, 
either from pylorospasm, cicatricial narrowing of 
the pylorus, or a combination of both. Stenosis of 
the cardiac orifice is comparatively rare, and for- 
tunately so, for the treatment is not easy. Stenosis 
of the duodenum is not uncommon and sometimes 
the duodenum has a caliber about the size of the 
little finger. Such narrowing may come either from 
a scar in the site of an ulcer or from contraction of 
adhesions. Adhesions may involve any of the 
neighboring structures—the liver, pancreas, spleen, 
gall-bladder, or the abdominal wall. 

Perforation is one of the gravest complications of 
ulcer. Perforation into the general peritoneal 


cavity is rapidly followed by severe symptoms. 
Perforation into the lesser sac is not uncommon and 
is more difficult of recognition, and perforation into 
the bowel is occasionally found. 

Extension of the infection may cause subphrenic 


abscess, empyema, or even a septicemia or pyemia. 
Hemorrhage from the site of the ulcer is usually 
not severe, but marked anemia from repeated losses 
of blood is not uncommon. Vascular changes are 
not uncommon and an cedema of the extremities 
may develop with no cardiac or kidney changes. 
Epigastric hernia is a frequent coincident of 
peptic ulcer, and parotitis is common and it is 
occasionally of the suppurative type. Jejunal 
ulcer, developing after a gastro-enterostomy, has 
not occurred in the experience of the author. Ap- 
pendicitis is a rather frequent forerunner of ulcer. 
Cancer is one of the most serious complications 
of gastric and duodenal ulcer. ‘‘Sixty-six per cent 
of the pylori excised by the Mayos for cancer 
showed origin in an ulcer, while 71 per cent of those 
excised under the belief that they were cases of 
ulcer showed cancerous changes.”’ The author urges 
more general adoption of surgical treatment of ulcer. 
J. H. Skies. 


Wise, W. D.: Acute Perforating Gastric and 
Duodenal Ulcer; A Report of Nine Cases. 
Surg., Gynec. & Obst., 1913, xvii, 377. 

By Surg., Gynec. & Obst. 

The author calls attention to the common occur- 
rence of gastric and duodenal ulcer and the fre- 
quency of perforation, seeking to put on his guard 
the general practitioner, who rarely sees more than 
an occasional case. 

In discussing the symptoms and diagnosis, he 
emphasizes the importance of the history of indi- 
gestion, the suddenness of onset, the severe knife- 
like pains, and marked abdominal rigidity. The 
conditions most likely to be confused with perforated 
stomach or duodenum are extra-uterine pregnancy, 
acute pancreatitis, phlegmonous cholecystitis, pneu- 
monia, and, most often, with chronic appendicitis. 
In cases where there is grave doubt as to whether it 
is appendicitis or perforation, the author opposes a 
compromise incision, thinking it better to make two 
incisions if the first is wrongly placed. If, after a 
gridiron incision has been made, the trouble proves 
to be a perforation, this first incision can be used for 
drainage. Closure of the perforation with a re- 
inforced purse-string suture rather than excision is 
advised. It is thought safer to avoid performing a 
gastro-enterostomy unless repair of a duodenal per- 
foration encroaches on the lumen to such an extent 
as todemandit. Drainage is advocated in all cases. 

In the series of cases reported there were five per- 
forations of the duodenum and four of the stomach. 
All of the former occurred in the first portion and on 
the anterior surface. Of the gastric perforations, 
two were on the lesser curvature. Two others were 
at the pyloric end, one on the anterior and one on the 
posterior surface. All were of sudden onset. Eight 
gave a history of dyspepsia. In one case there was 
no record. ‘Two cases were complicated by pneu- 
monia and one by hiccough. Seven of the patients 
recovered; two died, making a mortality of twenty- 
two per cent. 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 17 


Stover, G. H.: 
Operability of Carcinoma Gastrica. 


RGéntgenology in Estimating the 
Denver M. 
By Surg., Gynec. & Obst. 


Stover reports five cases with seven illustrations. 
He follows the technique of Holtzknecht and Handek, 
and takes a series of réntgenograms, as he claims 
that numerous plates must be made to produce a 
full record. Certain characteristics must be fol- 
lowed through a series of plates of a digestive cycle, 
as some things seen upon a single plate lose their 
significance according to whether they are present 
or absent during the further course of the examina- 
tion. A wide familiarity with the details of this 
branch of anatomo-physiology is necessary to read 
réntgenograms correctly, as it is charlatanism to 
pretend that a “stomach specialist” can make a 
diagnosis from a single plate produced by a rént- 
genographer. 

The author believes that gastric réntgenology will 
revolutionize the field of gastro-enterology. Instead 
of a multiplicity of disease entities, based on sub- 
jective and objective symptoms, their number will 
be greatly reduced because several groups of them 
will be recognized as being simply variations of a 
few definite pathological conditions. This will 
simplify the classification and lead to greater 
efficiency of treatment. Surgical interference will 
be resorted to much oftener and earlier, and as a 
result months or years of suffering from curable diges- 
tive disorders will be avoided and the lives of many 
patients suffering from major and malignant dis- 
eases of the stomach will be saved. Also, fewer use- 
less operations will be performed. Joun G. Burke. 


Times, 1913, xxxiii, 85. 


Chastenet de Guéry, M.: Autoplasty of the 
Stomach by Transplantation of an Intestinal 
Loop (Un procédé d’autoplastie stomacale par trans- 
plantation d’une anse gréle). Gaz. méd. de Nantes, 
1913, XXXl, 542. By Journal de Chirurgie. 

To re-establish the continuity of the digestive 
tube after extensive gastrectomy, the author pro- 
poses to unite the cesophageal end of the stomach to 
the duodenum by using a segment of the jejunum as 
a graft. This method he tried once only on a dog. 
The operation is performed in two stages: (1) 
Gastro-duodenal resection which presents no un- 
usual features; and (2) autoplastic repair. The 
latter is subdivided into two stages as follows: 

1. The graft is detached and the continuity in the 
duodenum is re-established. The segment to be 
transplanted is taken from the first meter of the 
jejunum where the mesentery is of some length and 
the arrangement of the vessels is such that the 
mensentery can be isolated sufficiently well without 
damaging its vitality. The continuity of the jeju- 
num is re-established by means of a button and the 
break in the mesentery is carefully sutured. 

2. The graft is put in place as follows: The seg- 
ment of jejunum with its mesentery is passed 
through a non-vascular space in the mesocolon 
large enough so that the nutritive pedicle is not 
compressed. The anastomosis of the upper end 


with the cesophagus is performed by either Bill- 
roth’s or Kocher’s method; the anastomosis of the 
lower end with the duodenum, by circular enteror- 
rhaphy or by means of a button. 

It must be admitted that the operation is long and 
complicated. However, it is no more complicated 
than many other visceral operations, and by the use 
of the button in the two places mentioned above, it 
may be shortened considerably. 

The author believes that this operation is indi- 
cated in a considerable number of cases of gastric or 
gastro-duodenal resection for ulcer or cancer, par- 
ticularly when as the result of adhesions or any other 
cause it is impossible to bring the oesophageal end of 
the stomach into close approximation with the end 
of the duodenum. J. Dumont. 


Cole, L. G.: Physiology of the Pylorus, Pileus 
Ventriculi, and Duodenum as_ Observed 
R6éntgenographically. J. Am. M. Ass., 1913, 
762. By Surg., Gynec. & Obst. 

Cole declares that embryologically, anatomically 
and physiologically, the first portion of the duode- 
num is associated with the stomach, and is, in real- 
ity, a part of the stomach, not a part of the small 
intestine, which comes from the midgut. The first 
portion of the duodenum, coming from the primitive 
foregut, differs materially from the second and third 
portions of the duodenum. The contents of the 
first portion of the duodenum are acid like the chyme 
in the stomach. 

The author further claims that, like the heart 
action, gastric action takes place in cycles marked 
by a systole and diastole, or ‘an alternating con- 
traction and relaxation of all of the peristaltic 
waves.”’ The time occupied by the formation and 
duration of each terminal wave forms a gastric cycle. 

The term “pileus ventriculi” or ‘‘cap of the 
stomach” Cole applies to the first portion of the 
duodenum, which he concludes must be considered 
as a continuation of the stomach itself. Since 
ninety-five per cent of the ulcers which occur beyond 
the pylorus are found in the first inch and a half of 
the intestine, viz., the “cap,” they should be described 
as post-pyloric rather than duodenal ulcers. 

The “ pileus ventriculi” is separated from the pars 
pylorica by a space varying from one-cighth to one- 
quarter of an inch, indicating the pyloric sphincter. 
The amount of contraction of the pyloric sphincter 
varies in proportion to the activity of the gastric 
peristalsis, i. e., when the gastric peristalsis is feeble, 
the contraction of the sphincter is weak, and when 
the gastric peristalsis is strong, the sphincter is 
more tightly contracted. 

The function of the cap is that of a reservoir re- 
ceiving the acid chyme propelled through the 
pylorus during the systole of each gastric cycle. 
During the early stage of digestion, the chyme is 
rapidly withdrawn from the reservoir cap by a 
rather broad, periodic peristaltic contraction, 


probably caused by the alternating alkaline and 
acid reactions in this portion of the intestine. As 
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Fig.1. (Wilkie.) Congenital bilocular diverticulum of 
the duodenum along with duplicature of the duodenal wall. 
Note the hemorrhagic pancreatitis, fat necrosis in the 
gastro-hepatic omentum, and gall-stones. 


digestion proceeds, the cap is more completely 
filled with the acid chyme, and considering the 
presence of Brunner’s glands, Cole conceives it 
probable that the finishing touches of gastric diges- 
tion are received here by the small portion of chyme 
thus isolated from the bulk of food in the stomach. 

Contrary to the accepted views of physiologists, 
especially Cannon, Cole believes that during the 
systole of every gastric cycle (as above defined by 
him) the pylorus is open and through its lumen a 
small amount of liquid chyme is propelled into the 
cap. ‘The period of expulsion occupies about seven- 
tenths of the cycle, the other three-tenths being oc- 
cupied by diastole. The terminal peristaltic con- 
traction which has meanwhile been advancing 
toward the pylorus now reaches the sphincter and 
closes it so that its lumen is entirely obliterated. 

A further interesting conclusion reached is that 
the reflex from the replete intestine which retards 
the emptying of the stomach is practiced, not on 
the pyloric sphincter, but on the contraction which 
withdraws the chyme from the reservoir cap, as the 
duodenum is replenished from the cap and not from 
the stomach. James T. Case. 


Knaggs, R. L.: 
Duodenum. 
Sec.,; 267. 


Retroperitoneal Rupture of the 
Proc. Roy. Soc. Med., 1913, vi, Surg. 
By Surg., Gynec. & Obst. 

The author gives a description of two cases which 
have come under his observation and reviews 14 


Fig. 2. (Wilkie.) “ Diverticule perivaterien,”’ associated 
with large ulcer in first part of duodenum, chronic chole- 
cystitis and gall-stones, and advanced hepatic cirrhosis. 


other cases which he has collected from the liter- 
ature. Both of the cases described resulted from vio- 
lence, and in both cases death resulted. 

Owing to the anatomical conditions, retroperi- 
toneal rupture does not present symptoms early 
enough, as a rule, to make operation of much avail. 
The onset is usually with considerable shock but 
this is usually temporary and the patient does not 
present the striking symptoms so often seen in intra- 
peritoneal rupture of a viscus. Only later do the 
outstanding features of the case enable a probable 
diagnosis. These features are the following: (1) 
retroperitoneal extravasation of duodenal contents. 
This extravasation often extends into the iliac fossa 
and forward so as to give signs in the lower lumbar 
and iliac regions and continuous above with the 
liver dullness. The condition is often not suspected 
until operation, when the condition of the peri- 
toneum attracts attention. It is usually dark- 
colored and there may be considerable peritonitis 
present in the region of the duodenum. Hemorrhage 
is often found in the abdomen, and in one case on 
record the abdomen was found filled with blood. 
Emphysema in the region of the lesion is a very 
significant finding and points very strongly to a 
lesion of the duodenum. Fat necrosis is occasionally 
found and its presence is not of much moment. 

The treatment of this condition has been very 
unsatisfactory because the symptoms indicating the 
necessity for operation do not appear early enough 
for the operation to do any good. Free drainage is 
the great essential and it may be necessary to make 
multiple incisions in the back to sufficiently drain 
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Fig. 3. (Wilkie.) ‘“ Diverticule perivaterien,” along with 
ulceration in stomach and first part of duodenum. 


the infiltrated tissues. Until some means are devised 
to reach an early diagnosis of the condition the mor- 
tality will necessarily remain extremely high. 

J. H. SKILEs. 


Wilkie, D. P. D.: Duodenal Diverticula and 
Duplicature of the Duodenal Wall. Edinb. M. 
219. By Surg., Gynec. & Obst. 

The author attempts a review of the literature 
and appends a description of several cases which 
have come under his observation. In the literature 
there are reports of only 68 cases of diverticulum and 
the large percentage of these were found in elderly 
people at autopsy, and in 83 per cent of the cases 
involved the second portion of the duodenum. The 
location of the opening of the diverticulum is most 
frequently near the ampulla of Vater or near the 
opening of the duct of Santorini. The sac is usually 
spherical in shape, and may vary in size from that of 
a hemp seed to that of a hen’s egg. The walls of 
the sac are made up almost entirely of mucosa and 
submucosa, the muscular layers being absent, 
either ending abruptly at the neck of the sac or, ina 
few cases, tailing off gradually over the proximal 
part of the sac. The sac usually springs from the 
postero-internal aspect of the duodenum, and thus 
lies in contact with the head of the pancreas, which 
it indents. 

As to the etiology of these diverticula, there are 
several theories. The author believes that the 
large proportion of these conditions are due to con- 
genital abnormalities. During embryonic life the 
hepatic and pancreatic anlage are given off from 
the duodenum in the form of buds. It is reasonable 
to suppose that an extra bud from the primitive 
gut might eventually form a diverticulum. This 
theory is further supported by the facts that the 
diverticula in a large percentage of the cases arise near 
the location of these early buds, and further that 
accessory pancreatic lobes have been found asso- 
ciated with diverticula. 

In the region of the first part of the duodenum 
occasional cases of diverticulum have been reported. 
These apparently arise from an old ulcer and may be 
associated with stenosis. In diverticula of the 
vestibule of the duodenum, the portion just beyond 
the pylorus, the etiology seems to be the anatomical- 
ly weak walls in this region which, when any in- 
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Fig. 4. (Wilkie.) Ulcer-diverticulum of first part of 
duodenum. 


crease in intraduodenal pressure occurs, give way 
to form a pouching out of the wall. 

Duplicature of the duodenal wall, usually in the 
form of ring-like constrictions, may occur at any 
location, but is most commonly found in the first 
and second portions. This condition usually 
presents itself as a valve-like projection of the mu- 
cosa into the lumen of the bowel and may give rise to 
considerable narrowing of the lumen. On closer 
examination these projections are seen to contain 
all the layers of the bowel, and the impression given 
is that the walls of the duodenum are too redundant 
for the enclosing sheath. The condition is of un- 
doubted congenital origin and may be associated 
with a diverticulum. 

The case reports are very interesting and especial- 
ly bring out the fact that these conditions, divertic- 
ula and duplicatures of the duodenal wall, may be 
associated with many grave pathological conditions 
as a result of their presence. J. H. Skies. 
Hartwell, J. A.: Intestinal Obstruction. J. Exp. 

Med., 1913, xviii, 139. By Surg., Gynec. & Obst. 

Whipple, Stone, and Bernheim studied the cause 


of death in dogs with high intestinal obstruction, by 
producing a closed loop of the duodenum, beginning 


Fig. 5. (Wilkie.) Wide-mouthed diverticulum of the 
duodenal vestibule. 
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just below the pancreatic ducts and ending beyond 
the suspensory ligament. This portion was isolated 
from the remainder of the intestinal tract by tying 
a heavy ligature tightly at these two points and 
burying it under an inverted layer of the peritoneum, 
after which a gastro-enterostomy was done. As 
dogs so treated died in from 36 to 72 hours, the 
authors inferred that there developed in the closed 
loop a poisonous material, the absorption of which 
caused death. Since the closed loop contained 
neither gastric secretion, bile, nor pancreatic juice, 
the conclusion seemed inevitable that some altera- 
tion in the loop function was responsible for 
death. 

A series of careful and well-controlled experiments 
was then undertaken to study the nature, and if 
possible, to determine the source of the poison. The 
method employed was to produce the isolated loop, 
collect the contents, sterilize them by heating to 
60° C., filtering them, and then, after autolysis, to 
inject them into a healthy dog, intravenously, sub- 
cutaneously, or intraperitoneally. It was demon- 
strated in this way that dogs so injected died 
promptly. Further, the authors were unable to 
isolate such a poisonous material from the normal 
intestine by any method of treatment; and if the 
mucosa of the locp were first destroyed by a fluoride, 
the poisons did not appear. Lastly, some dogs died 
within a few days, when the loop was drained 
externally, there being an absorption directly from 
the mucosa, and not from the lumen. The authors 
therefore believe that there is no escape from the 
conclusion that a poisonous substance is formed in 
this closed duodenal loop, absorbed from it, causing 
intoxication and death. Injection of this toxic sub- 
stance into a normal dog produces intoxication and 
a reaction more intense than, but similar to, that 
developing in a closed-loop dog. In substance, they 
claim to have proved that a closed loop of intestine, 
without undergoing any morphological change, 
produces a toxic substance which is absorbed and 
causes death. Moreover, they infer that a similar 
condition exists in simple intestinal obstruction, 
and that here also death results from the absorption 
of this same poison. 

Hartwell fails to find any evidence in the authors’ 
experiments, as published, to justify these claims. 
On the contrary, he believes that the protocols 
definitely show a damage to the intestinal wall, and 
that the toxic substance they are dealing with 
arises from this source. In the absence of this 
damage, no toxemia is present except that pro- 
duced by the loss of water in the vomitus. He 
submits a review of their protocols in support of 
this view. 

A study of their cases clearly demonstrates that 
the length of life is in inverse ratio to the damage 
occurring in the intestine. All the animals were 


under practically identical conditions as far as the 
stagnation of the intestinal contents is concerned, 
and if the poison arose from that source, or from 
functional changes in the mucosa, they should have 


lived approximately the same length of time. A 
simple explanation is forthcoming for the varying 
damage to the intestine. When antiperistalsis is 
sufficient to empty the intestine toward the stomach, 
no damage results. When this is absent the accu- 
mulated secretions distend the bowel until the circu- 
lation is obstructed and the damage results. The 
administration of saline, subcutaneously, exerts no 
influence, either on the production of the poison 
under this condition, its absorption, or its elimina- 
tion, and the dogs sicken and die in spite of this 
treatment. 

The author’s experiments show that many other 
examples might be cited to show that in the absence 
of damage to the intestine, no symptoms of poison- 
ing arise, provided the water lost by vomiting is 
replaced, and in the presence of such damage no 
amount of saline will, to an appreciable extent, affect 
the development of poisoning or prevent death. 
The conclusion seems inevitable that the only poison 
present in intestinal obstruction arises from the 
damage secondary to the obstruction and not from 
the stagnation of intestinal contents or an altered 
function of a normally appearing mucosa. 

As final proof of Hartwell’s position, it is reported 
that by exercising great care in avoiding damage to 
the intestinal wall, it is found possible to keep dogs 
with the closed loop alive for a comparatively long 
period. 

The application of these facts to intestinal obstruc- 
tion in man must be made with reserve. The human 
intestine is apparently incapable of withstanding 
the same amount of distention as a dog without 
damage, and consequently a poisoned condition 
occurs earlier in man. However, there are two im- 
portant results of this experimental work. The need 
of large amounts of saline subcutaneously is proved, 
and has been used by the author with advantage, 
patients having readily absorbed three to six quarts 
in 24 hours. There is no necessity of draining out 
the intestinal contents unless the bowel is damaged. 
Simple stagnation does not yield a poisonous sub- 
stance, and consequently the release of the obstruc- 
tion by operation is sufficient. When, however, 
strangulation has begun, the material above the 
obstruction should be removed, and if extensive 
damage exists a continued drainage through an 
enterostomy may be needed. Georce E. BEtrpy. 


Kahn, L. M.: The Absence of the ‘‘Sausage- 
Shaped Tumor” and the ‘‘Mass per Rectum”’ 
in Intussuception in Infants. Med. Rec., 1913, 
Ixxxiv, 526. By Surg., Gynec. & Obst. 
This simply emphasizes the fact that in the early 
stages of intussusception, and even, in some cases, 
in the later stages, a tumor is not palpable. This 
tumor may be located beneath the spleen and be 
entirely covered by that organ. One should not 
delay, simply because the sausage-shaped tumor 
and mass per rectum are not to be found. X-ray 
may help in the diagnosis of the condition. 
C. G. GRULEE. 
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Schubert, G.: 
Ileus (Beitrige zum postoperativen Ileus). 

f. Geburtsh. u. Gynak., 1913, Ixxiii, 500. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Contributions to Post-Operative 
Ztschr. 


Post-operative ileus appears ten to fourteen days 
after laparotomy. The causes are: (1) Mechanical 
irritation of the intestines and peritoneum; (2) 
infection of the abdominal cavity; (3) agglutination 
of intestinal loops to wounds and bands of adhe- 
sions; (4) closure of mesenteric vessels. A differ- 
ential diagnosis between paralytic and mechanical 
post-operative ileus is of secondary importance for 
the treatment. 

Prophylaxis. Avoid too severe laxation before 
operation. The evening before, use enemas but 
not laxatives. Do not starve the patient during 
the preparatory treatment; only the supper the 
evening before the operation should be omitted. 
A careful use of laparotomy pads overcomes the 
disturbing element of distended bowels. All wound 
surfaces and stumps must be carefully covered with 
peritoneum. 

After-treatment. The bowels are stimulated by 
hot applications. If the bowels are sluggish, 
physostigmin is given, but not glycerine and water 
enemas. Vomiting with obstinate retention of gas 
is treated by irrigation of the stomach and high 
colonic flushing. If obstruction of the duodenum 
is suspected, the patient is placed upon the left 
side and the stomach is washed out. Should these 
measures fail, the abdomen is again opened. An 
enterostomy should be avoided if possible. 

In paralytic ileus a long intestinal tube is inserted 
through the rectum as high up as possible and under 
control of the hand of the surgeon. If the bowel 
remains distended, even if a good evacuation is 
obtained, the same is incised or punctured and su- 
tured into the laparotomy incision. In post-opera- 
tive diffuse peritonitis the abdomen is opened on 
both sides and irrigated; the bowels are emptied 
by a double bilateral enterostomy. In mechanical 
ileus the adhesions are loosened and the intestinal 
loops are tested to determine their viability. If a 
suspicion of gangrene exists, a primary resection of 
the bowel is performed, provided the general condi- 
tion of the patient permits it; otherwise enterostomy. 
The earlier the abdomen is reopened, the better the 
results will be. MICHAEL. 


Sasaki, J.: The Comparative Value of Free 
Flaps from the Omentum, Peritoneum, and 
Mesentery for Strengthening Sutures (Ver- 
gleichende Studien iiber den Nahtverstiirkungswert des 
ungestielten Netz-, Peritoneal-, Mesenteriallappens). 
Deutsche Ztschr. f. Chir., 1913, cxxiii, 62. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Sasaki carried out numerous experiments on dogs 
to determine whether free flaps from the omentum, 
peritoneum, or mesentery can be used safely to 
reinforce unsatisfactory sutures in stomach and 
intestinal wounds and to prevent peritonitis. He 
In his experiments the 


decided in the aflirmative. 


small intestine was resected and the ends brought 
together with only a single suture. Instead of 
suturing the serous membrane, a transplanted flap 
was applied. When peritoneal or mesenteric flaps 
were used, the animals lived, but when flaps from 
the omentum were used they died. This fact the 
author attributes to the slighter and more irregular 
development of the elastic fibers in the omentum, 
which makes it impossible to apply it as closely to the 
intestine as the flaps from the peritoneum and mes- 
entery. Von TAPPEINER. 


Frank: Atresia of the Anus (Uber Atresia Ani). 
Monatschr. f. Geburtsh. u. Gyndk., 1913, xxxviii, 340. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In concluding a report of two successfully operated 
cases, Frank advises early operation. Postponing 
the operation a few days causes the children to lose 
weight and strength; in cases with an internal 
fistula the danger of an ascending infection of the 
urinary tract is increased. On account of the dan- 
ger of gangrene it is inadvisable to attempt drawing 
the blind pouch downward, especially if the entire 
sigmoid is absent. It is better to perform a laparot- 
omy and make an artificial anus. ZINSSER. 


Barnes, R. H.: A Method of Operating on Fistula 
Without Cutting Muscular Tissue.  Prociolo- 
gist, 1913, Vii, 126. By Surg., Gynec. & Obst. 

The author believes that the usual operations for 
fistula are too mutilating and that cutting the 
sphincter muscle, even at right angles, will occa- 
sionally result in a case of incontinence. He be- 
lieves that dissection and suture operations are 
open to serious objection, because of working in a 
region that is always contaminated by infectious 
material. He condemns the indiscriminate and 
routine use of the probe, as also the injection of 
fluids or semifluids for diagnosis. 

The author describes a new method for operat- 
ing upon fistula in which he does not cut the 
sphincters. He has used this method for the past 
two years. 

An incision parallel to the external sphincter 
muscle and directly over the abscess cavity is made 
extending just through the skin. Through this 
incision all of the scar tissue of the fistulous tract 
is removed, up to and including the internal open- 
ing, care being taken to avoid all possible in- 
jury to normal tissue, especially muscle. An in- 
cision is then made at the skin margin of the anal 
canal, with its center crossed by an imaginary 
vertical line that passes through the internal open- 
ing. ‘This incision is connected with the internal 
opening by dissecting a muco-cutaneous flap. 
Gauze drainage is placed in this submucous tract, 
extending up to the internal opening, and is kept 
there until the external wound has healed. The 
external wound is treated the same as if it were an 
acute abscess cavity. When it has healed, there is 
left a submucous tract which can be incised under 
local anesthesia. Fioyp B. Ritey. 
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Zobel, A. J.: A Further Consideration of Sir 
Charles Ball’s Operation for Internal Hzem- 
orrhoids. Proctologist, 1913, vii, 138. 

By Surg., Gynec. & Obst. 

The author reviews Ball’s technique and remarks 
that he has followed very closely the work of many 
of the best operators in this country and abroad and 
is quite sure that adverse results obtained by them 
are due to their neglect to follow rigidly the tech- 
nique described by Ball. 

In order to prevent cedema and eversion of mucous 
membrane which follows incision along the muco- 
cutaneous line or the other extreme, viz.: stricture 
which may follow incision at the outer edge of the 
revoluted cutaneous ring, Ball commences his dis- 
section at a point between the pectinate line and the 
outer edge of the cutaneous ring. The incision is 
curved around the base of the pile and its greatest 
convexity does not involve more than one-third of 
the cutaneous ring, while the ends terminate in 
mucous membrane at each side of the pile. The 
exactness of this incision is essential to success. 
Zobel follows the remaining steps of the Ball opera- 
tion in detail, except that he does not crush the base 
of the pile so heavily as was done in the original 
operation. The objections and their answers 
follow: 

1. That “‘the post-operative pain is greater than 
after the usual ligature or the clamp and cautery 
method.” Zobel thinks that the use of fine, strong, 
linen thread, instead of silk, goes far toward pre- 
venting post-operative pain. He believes that 
gentle and not unnecessary dilation of the sphincters 
at the beginning of the operation is another element 
toward its prevention. In his own experience 
there was no pain to speak of. 

2. That ‘‘the duration of the healing period is 
not shortened because of the sloughing of the liga- 
ture from either the skin ring or pedicle before union 
takes place, leaving the wounds to heal by granula- 
tion.” The healing period, in the author’s own 
cases, was shorter than after the other operations. 

3. That “‘there is a necessity for unusual watch- 
fulness that all ligatures may be removed as they 
slough.”” The author was careful to introduce the 
skin suture just in the edge of the flap and never 
experienced any trouble about the coming away of 
the ligature in the usual time. 

4. That, ‘failing to secure primary union, skin 
tabs frequently remain for subsequent removal.” 
If Ball’s technique is followed skin tags will not occur. 

5. That “no time is saved by this modification 
of the ligature operation.”” The author agrees with 
this statement and believes that in reality the time 
is somewhat longer than usual. 

6. That “there is danger of secondary hemor- 
rhage from an early tearing off of the pedicle by 
traction.” If the pile is not crushed so heavily as 
in the Ball technique and the ligature not left long 
and hanging out of the anus to be pulled upon, 
there is no unusual danger of hemorrhage. 

Fioyp B. RILEy. 


LIVER, PANCREAS, AND SPLEEN 


Case, J. T.: Réntgenoscopy of the Liver and 
Biliary Passages with Special Reference to 
Gall-Stones. J. Am. M. Ass., 1913, lxi, 920. 

By Surg., Gynec. & Obst. 

Contributory evidence of considerable value 
regarding hepatic lesions may be often obtained by 
the use of the X-ray. The upper border of the 
liver, normally smooth and coincident with the 
shadow of the diaphragm, may show nodules. 
The shadow of the inferior surface is ordinarily con- 
fused with that of the subjacent organs, but may be 
emphasized by inflation of the stomach or colon. 
Signs of subphrenic abscess include (1) limited 
and painful diaphragmatic movement; (2) high 
projection of the diaphragmatic contour; (3) pul- 
monary involvement from infection or rupture; 
and (4) if gas be present, the appearance of the 
fluid level below it. 

For a number of years it has been thought 
scarcely werth while to submit a patient with gall- 
stones to a réntgen examination. This view was 
founded on the fact that the principal constituent 
of gall-stones is cholesterin. In Case’s last thousand 
digestive tract examinations, however, he identified 
gall-stones radiologically in 48 cases,— about 5 per 
cent. Hecompares this with W. J. Mayo’s estimate 
of a 0.5 percentage frequency of gall-stones in per- 
sons of all ages, a 5 to 8 percentage frequency in 
women over 50 and a 2 to 4 percentage frequency 
in men over 50. Case is of the opinion that gall- 
stones may be shown radiologically in 40 to 50 
per cent of the cases in which they exist. He explains 
this belief on the grounds that radiological technique 
has vastly improved with regard to soft-tissue detail, 
plates are made more often anteriorly (as after the 
bismuth meal), screening is done more carefully, 
and stones contain opaque material (pigment, 
lime) more often than is supposed. Gall-stone 
shadows must be differentiated from shadows due 
to calcareous deposits in the costal cartilages 
(stereoscopy), renal calculi and calcareous deposits 
in tuberculous kidneys (pyelography), and calcified 
mesenteric lymph nodes. 

Contributory evidence of the presence of gall-stones 
elicited after the bismuth meal includes hepatofixa- 
tion of the stomach, with displacement of the 
pylorus to the right and upward, a tender spot 
localized on the outer side of the duodenum, the 
demonstrability of Riedel’s lobe, an unusually high 
position of the hepatic flexure, rapid emptying of 
the stomach, manifestations of spasm in the stom- 
ach, and aberrancies of the sigmoid. 

ALBERT MILLER. 


Waljaschko, G. A., and Lebedew, A. A.: The Treat- 
ment of Injuries of the Liver, Spleen, and 
Kidneys (Zur Frage der Behandlung von Leber-, 
Milz- und Nierenwunden). Russk. Vrach, 1913, xii, 
989. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In a series of experiments on dogs the authors 
used free fascia transplantation for injuries of the 
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liver, spleen, and kidney. In all cases the blood 
was drawn from the wound before the sewing on of 
the fascia, because its presence hindered the healing 
of the fascia. They resected parts of the organs, 
covered the surfaces of the wounds with flaps of 
fascia fixed to the capsule with a few sutures, and 
obtained prompt cessation of bleeding and complete 
healing. Microscopic examination after thirty 
days showed complete preservation of the fascia, 
normal tissue under it, and no formation of connec- 
tive tissue between; only in the kidneys could they 
detect the zone of cortical necrosis described by 
Barth and partial necrosis of the kidney elements. 
In other experiments perforating wounds of these 
organs were made and fascia flaps drawn through 
the wounds and sutured to the capsule on both sides, 
with the same results. 

In a third series of experiments the kidneys were 
cut into several parts, the wounds coming down into 
the kidney pelvis. At the same time the kidney was 
decapsulated, then wrapped in a flap of fascia that 
enclosed the whole organ. Functional tests with 
indigo-carmin after periods of from 15 to 49 days 
showed no difference between the normal kidney 
and the one operated on. In two cases, hyaline 
cylinders were found in the urine; in the third, in 
which the severest injury had been done, there were 
no pathological findings in the urine; on post- 
mortem, the fascia was found loosely adherent to the 
kidney, enclosing it completely. Only insignificant 
linear contractions were visible at the site of the 
wounds, and when the kidney was cut through it 
was difficult to see the places where the wounds had 
been. Microscopically, there was no zone of 
cortical necrosis and the zone of partial necrosis was 
small. 

These splendid results in multiple wounds of the 
kidney is attributed by the authors to the fact that, 
by their method, ideal adaptation of the wounded 
surfaces is obtained and the tissue-destroying sutures 
through the parenchyma of the organ are avoided. 
The secondary contraction, often observed in 
decapsulation of the kidney caused by the formation 
of a new connective-tissue capsule, has never oc- 
curred in their cases, though they used the method 
once for a simple decapsulation. Therefore they 
recommend it in cases of decapsulation. They 
sum up their results as follows: 

1. Fascia placed on a bleeding wound surface acts 
as a living tampon. 

2. In free fascia transplantation for wounds of 
organs, only a few superficial sutures need be used 
and ligatures inside the organ which injure the 
tissue severely can be avoided. 

3. The transplantation of fascia does not cause 
any connective-tissue proliferation in parenchyma- 
tous organs. 

4. The wrapping of a torn organ in a flap of fascia 
is the best substitute for suture and does not cause 
any atrophy of glandular tissue. 

5. The kidneys can recover from multiple wounds 
and function satisfactorily. 


6. The withdrawal of the blood from the wounds 
of parenchymatous organs is an important point 
for their recovery. 

7. Wrapping the decapsulated kidney in a flap 
of fascia prevents secondary contraction of the 
organ. RIESENKAMPFF. 


Buckley, P.: True Total Enucleation of Two 
Hydatid Cysts from the Same Liver. Brit. \/. 
1973; 735. By Surg., Gynec. & Obst 
A girl, age 13, presented an epigastric swelling 
slightly to the left. A ‘second tumor was located 
in the position of the right kidney. At operation, 
a tumor the size of a tennis ball was found in the 
left lobe of the liver and one a little smaller in the 
right lobe. The right cyst with its capsule was 
removed entire. The left was also removed in the 
same way except that the capsule was ruptured. 
The right cavity was packed with gauze. The left 
was closed with cat-gut and a rubber drain put down 
to it. Thirteen months later the child was in 
normal health. The author states that what is 
usually called the capsule is really the ectocyst and 
derived from the cyst itself rather than the organ 
in which it lies. He states the removal of the endo- 
cyst in his opinion is not sufficient. ‘The ectocyst 
layer must be removed when possible without grave 
danger from hemorrhage. M. S. HENDERSON. 


Erdmann, J. F.: Acute Pancreatitis. Odio St. M. 
J... 1913) 1X, 403: By Surg., Gynec. & Obst. 


The author considers at length the marked toxe- 
mia which so often is an accompaniment of acute 
pancreatitis. The theories as to its cause are many 
and no positive proof has been established as to 
which one is correct. The anatomical arrangement 
of the ducts would point toward a backing up of the 
bile into the pancreatic ducts as a possible cause. 
That this is an important point is seen from the 
number of gall-tract conditions which are associated 
with pancreatitis, and it has also been shown experi- 
mentally that injection of bile into the pancreatic 
ducts will produce an inflammation. Cultures of 
bacteria act more markedly on the pancreas when 
they are given together with bile. As to just what 
causes the toxemia no one knows. Guleke believes 
death in his necrosis experiments was due to an 
intoxication with trypsin. Speese, Sailer, and 
Torrey believe the toxamia is due to an increase of 
the globulin content of the blood. 

The pathology of acute pancreatitis may be classed 
as follows: hemorrhagic, sloughing or gangre- 
nous, and suppurative. In the haemorrhagic there is 
marked oedema and infiltration in the retrotrans- 
verse colic area. The gland is swollen and tense and 
shows up as blue-black through the peritoneum. 
Fat necrosis is evidenced by the yellowish white 
plaques scattered through the omentum and 
peritoneum. ‘These are due to the deposition of 
fatty acids obtained from the splitting of the fat into 
fatty acids and glycerin. These fatty acids may later 
unite with calcium salts to form calcium soaps. 
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The sloughing and suppurative forms are merely 
successive stages of the hemorrhagic. 

The onset of the disease is usually marked by a 
sharp pain accompanied by various degrees of 
shock, rapidly followed in some cases by a profound 
toxemia, characterized by a peculiar cyanosis, or 
lividity, especially marked on the abdomen and in 
the flanks. The pain is usually of a more severe 
type than that of an appendicitis or gastric perfora- 
tion. 

Hiccough is a symptom of relative frequence. 
Vomiting accompanies and follows the pain onset. 
There is usually a history of previous digestive dis- 
turbance with gall-bladder or duct invasion. A 
tumor in the epigastrium develops in a proportion of 
the patients, but usually only after the third day. 
The diagnosis is made on the history of previous 
digestive disturbances and the intense acute onset of 
the condition in the epigastrium. 

Owing to the rapidly fatal course, the treatment 
should consist of early operation. The author uses 
a median or lateral incision and drains through the 
gastrohepatic, gastrocolic, and transverse meso- 
colic structures. The peritoneum over the pancreas 
is freely punctured with a blunt instrument, or torn, 
and in the majority of instances free blunt punctures 
are made in the body of the pancreas. 

J. H. SKILEs. 


Kopylow, N. W.: Splenectomy in Malarial Dis- 
eases of the Spleen (Uber Splenektomie bei Ma- 
lariaaffektion der Milz). Arch. f. klin. Chir., 1913, 
ci, 708. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Kopylow gives a historical résumé of the develop- 
ment of splenectomy. ‘The operation began to be 
used quite frequently in the ’90’s for pathological 
changes in the spleen, especially in the Balkan 
peninsula and in the Caucasus, where there is a great 
deal of malaria. Jonnesco, in Paris in 1900, re- 
ported 28 cases with 8 deaths; Leonte, of Bucharest, 
12 cases with 4 deaths; Michailowski, 15 cases with 
only one death from pneumonia. Nannati of 
Grossiti, performed 9 splenectomies for malarial 
spleen, only one case recovering. Ramoli operated 
g times, but twice could do nothing more than ex- 
ploratory laparotomy because of extensive adhe- 
sions. Solieri, in 1909, reported three cases, all of 
which recovered, but like most of the Italian sur- 
geons, he recommends operation only in case of dis- 
placement and torsion of the pedicle. Papainnow, 
of Athens, in 1910 reported 14 cases with 3 deaths, 
and Frukilstein, 17 cases in Russia with 10 deaths. 
The author has collected the history of these and a 
few other scattered cases, with 13 of his own, and 
finds that there have been about 200 splenectomies 
done for malarial affections of the spleen, with an 
average mortality of 25 per cent. 

He describes the pathological changes in the 
splenic tissue as follows: There is marked prolifera- 
tion and deposition of pigment. Obliteration of the 
vessels causes atrophy of the parenchyma; the con- 
sistency of the organ becomes firmer and it increases 


in size, sometimes up to thirty times its original 
size, thus causing pressure on the neighboring organs 
with functional disturbances. It causes inflamma- 
tion, which results in adhesions. There is often 
prolapse of the spleen, and it even sometimes enters 
a hernial sac. The chief danger of such a spleen, 
however, lies in the possibility of torsion of the 
pedicle and its consequences, both acute and chronic. 
As a result of trauma there are frequently blood 
cyS$ts in the spleen from hemorrhage within the 
capsule. Sometimes, however, the capsule ruptures, 
and there is intra-abdominal hemorrhage, with 
severe consequences if operation is not performed at 
once. The prognosis in splenectomy depends upon 
the severity of the disease and the general condition 
of the patient. The smaller and more movable the 
spleen is, the more favorable is the prognosis, as the 
adhesions may be so great as to render operation 
impossible. 

The following are indications for splenectomy in 
malarial disease: (1) Rupture of the spleen and 
torsion of the pedicle; (2) enlarged and freely mov- 
able spleen; (3) enlarged, painful, immovable spleen 
when internal treatment gives no results. Contra- 
indications are: (1) Severe cachexia and hydremia, 
with marked reduction in hemoglobin content — 
less than 40 per cent; (2) severe atrophic cirrhosis; 
(3) poor general condition, with disease of the diges- 
tive or genito-urinary organs; (4) very extensive 
adhesions. 

In the course of two and one-half years (1909- 
1g11) the author performed 13 splenectomies and 
had 3 done by Kriilow. The spleen was only mov- 
able in one case, being fixed by adhesions in the 
others. In one patient there were two cysts, and 
one patient was operated on for rupture of the 
spleen. There were three deaths, one from per- 
itonitis, one from thrombosis of the vessels and 
necrosis of a coil of the small intestines, and one 
from partial necrosis of the stomach wall after the 
loosening of very firm adhesions. The author pre- 
fers incision at the outer edge of the rectus muscle, 
supplemented if necessary by transverse incision. 
By this method the whole extent of the spleen is 
laid bare. Ligation of the pedicle before loosening 
the adhesions can only be done in small spleens; in 
large ones it can only be done after all adhesions 
are freed, preferably with coarse silk, either ligating 
it in two parts or else ligating each vessel separately. 
In doing this the pancreas must be treated with great 
care. Ligatures of the comparatively thin stomach 
wall may cause necrosis. If the spleen is small and 
the haemorrhage insignificant, the abdominal wall 
wound may be entirely closed; otherwise the spleen 
must be tamponed. The mortality varies with 
different surgeons from 7 to 60 per cent; in the 
author’s cases it was 23 per cent. Examination 
after six months to a year showed that all the pa- 
tients felt well, including one workingman who had 
been operated on six years before. By operating 


only when the operation is really indicated the 
mortality may be much reduced. 


VOSWINCKEL. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, ETC. 
GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Weiss, K.: Hypophysin Treatment of Rickets 
(Zur Frage der Hypophysentherapie bei Rachitis). 
Therap. Monatsh., Berl., 1913, xxvii, 490. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Histories are given of a series of cases of mild and 
severe rickets in children, which improved markedly 
in the comparatively short time of from six to ten 
weeks on the administration of tablets of extract 
of the hypophysis. GENEWEIN. 


Hurwitz, S. H.: Osteitis Deformans, Paget’s 
Disease. Bul!. Johns Hopkins Hesp., 1913, xxiv, 
263. By Surg., Gynec. & Obst. 

This report by Hurwitz includes six cases of 
osteitis deformans. Three of these the author found 
in the records of over 30,000 medical admissions to 
the Johns Hopkins Hospital, and three were re- 
corded in the much larger number of admissions to 
the Johns Hopkins Hospital Dispensary. Although 
all of the six cases present essentially the features 
of the disease described by Paget, the comparative 
rarity of the affection prompted the author to put 
them on record. Clinical records have been very 
thoroughly taken and recorded and they include 
careful measurements, photographs, and X-rays. 
The subject is then discussed from various phases 
of pathology, etiology, and clinical signs and symp- 
toms. 

With reference to the etiology, the author be- 
lieves that the most interesting and stimulating 
view is that which regards osteitis deformans as a 
result of faulty metabolism, due to a perversion of 
the internal secretions, and he points to the fact 
that recent additions to our knowledge of the in- 
fluence exerted by the hypophysis and the parathy- 
roids in calcium metabolism should have called 
forth such views. 

From the author’s observation of these cases, he 
believes that in the present state of our knowledge 
the assumption of a casual connection between the 
internal secretions and osteitis deformans is mere 
speculation; but as certain authors have pointed 
out, the metabolic processes in this disease are very 
little understood and it may be that accurate 
metabolic studies in osteitis deformans will help to 
solve the problem of its causation. 

GrorceE 


Ely, L. W.: Diseases of Joints and Bone Marrow. 
Am. J. Surg., 1913, XXVii, 335. 

By Surg., Gynec. & Obst. 

Continuing from a previous paper, Ely classified 
chronic arthritis of the spine as one of the forms due 
to the same cause as in other joints. The pathol- 
ogy is an ossifying process involving the cartilage 
of the joint surfaces and of the ligaments. The 


new bone formation may extend upon the ribs or 
encroach on the spinal canal. The symptom- 
atology consists of pain, stiffness, and deformity; 
either a long posterior curve or an obliteration of 
normal curves resulting in a “poker back.” <A 
differential diagnosis from Pott’s disease is some- 
times important. In Pott’s disease there is rare- 
faction instead of hypertrophy, the lesion is more 
localized, it is not often complicated by diseases of 
other joints, and abscess is more frequent. Im- 
portant points in treatment are: the removal of the 
source of infection, rest, and protection. 

Charcot’s joint. Ely regards this as primarily a 
lesion of the lymphoid marrow and synovia, probably 
of luetic origin, and refers to it as ‘‘tabetic osteo- 
arthropathy.” The pathology consists of a low 
grade eroding inflammation localized to certain 
spots, resulting in a joint filled with fluid in which 
float pieces of the killed bone. The joint becomes 
loose, subluxated and ‘‘ wobbly,” and its character- 
istic histological structure is lost. The onset is a 
sudden occurrence of hard, cedematous swelling 
without pain. Crepitation is obtained, and dis- 
tortions occur. The general neurological signs of 
tabes are present. Conservative treatment is best. 
Resection seems to be good for ankles but poor for 
knees. 

Ankylosis, in its modern meaning, is joint stiffness. 
The term contracture should replace the term 
“fibrous ankylosis.’’ If any motion is present the 
ankylosis is not bony. Mobilization is not in- 
dicated and, if there is an active process, may do 
harm. Old tuberculous joints ankylosed in de- 
formity should be carefully reduced and fixed in 
correct position. Milder forms of fibrous ankylosis 
may yield to massage. Arthroplasty may be done 
for bony ankylosis. For this, the interposition of 
autoplastic flaps of fascia is better than introduction 
of any foreign matter. Joint transplantation is 
at present on an experimental basis. 

W. A. Clark. 


Owen, S. A.: Syphilitic Diseases of Joints and 
Bones in Childhood; Their Differential Di- 
agnosis from the Medical Standpoint. J/ed. 
Press & Circ., 1913, xcvi, 318. 

By Surg., Gynec. & Obst 

A very high percentage of congenitally syphilitic 
children give a strong positive Wassermann reaction, 
so that a negative result is stronger evidence against 
congenital syphilis than a negative result obtained 
in cases of acquired syphilis in older persons. In 
infants under one year of age, joint affections are 
rarely due to rheumatism. Some confusion may 
arise in atypical cases of infantile scurvy. 

Scurvy is more likely to be symmetrical, and the 
physical signs point to a lesion of the shaft rather 
than of the joint. Spongy gums, pseudocon- 
junctival hemorrhages, epistaxis, hematuria and 
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melzna do not occur in syphilis. More frequently 
the constitutional state in recent scurvy is good. 
In melanotic children, especially those suffering 
from chronic enteritis, oedema of the limbs can 
hardly be mistaken for a specific lesion. In such 
cases tetany iscommon. In rickets of older children 
hyperesthesia, subjective pains, pseudoparesis and 
frequently an accumulation of fat occur together 
with the other classic signs of rickets. In cases of 
early poliomyelitis, the toneless, flabby state of the 
muscles, the definite onset of the process, and the 
loss of the deep reflexes will differentiate. True 
rheumatism in infancy is practically unknown. The 
co-existence of any evidence of myocarditis, en- 
docarditis, pericarditis, and choreiform movements 
or nodules point to rheumatism. In _ purpura 
rheumatica there are pain, swelling of the joints, and 
an oedema of the limbs. In erythema nodosum the 
appearance of the rash may be preceded by pain in 
the limbs. In leukemia, especially the acute form, 
joint swellings and oedema are noted and all of the 
superficial glands are enlarged. The blood shows 
a diminution in the red blood corpuscles, an enor- 
mous increase in the white blood corpuscles and, in 
the lymphatic type, a very great relative increase 
of the lymphocytes. Although gonorrhoeal ophthal- 
mia is very common in infancy, arthritis is quite 
infrequent. The swelling is apt to extend beyond 
the joint cavity. The joints of the knees and the 
wrists are most commonly involved. Cases of 
symmetrical synovitis rarely require differentiation. 
In hemophilia there is a sudden effusion into the 
joints which occurs spontaneously as the result of 
injury. The family history usually clears up the 
diagnosis. Charcot’s joint practically never occurs 
in children. The youngest patient seen by the 
author was a youth of sixteen. The classic signs 
are partial subluxation of the joint, severe crepitus, 
hypertrophied synovial folds, a less normal outline, 
steady progression, and absence of pain, together 
with the general signs of tabes. Gout and rickets 
rarely require differentiation. FRepericK G. Dyas 


Billings, F.: Chronic Local Infection as a Causa- 
tive Factor in Chronic Arthritis. /. Am. M. 
Ass., 1913, Ixi, 810. By Surg., Gynec. & Obst. 

Billings reports the clinical research confirming 
his previously expressed views as to the etiology of 
arthritis. The focal disease was usually situated in 
the head. Most frequently this was a streptococcus 
infection in the faucial tonsils. Occasionally the 
cause was a chronic alveolar abscess and chronic 
sinusitis due to streptococcus infection. In mono- 
articular osteo-arthritis of the hip especially, chronic 
hypertrophic prostatitis with residual urine, chronic 
cystitis, and infection with the colon bacillus seemed 
to be etiological factors. Chronic gonorrhoeal and 
streptococcus infection of the seminal vesicles may 
also cause systemic infection and arthritis in par- 
ticular. 

The dominant organism found in abscesses and 
sealed crypts of the faucial tonsil are streptococcus 


viridans and streptococcus hemolysis. Rosenow’s 
experiments show that the same organisms may be 
changed by cultural methods so that in mediums 
they may show progressive phases of transmutation 
ranging from a type of streptococcus to the pneumo- 
coccus. At different stages of transmutation he has, 
at will, produced in the inoculated rabbit, suppurat- 
ive arthritis; at another phase, multiple proliferating 
arthritis, endocarditis, pericarditis, and myocarditis; 
at another phase, myositis of the skeletal muscles; 
at another phase, a virulent type which produces 
arthritis with proliferative and degenerative joint 
lesions; and at another phase, typical pneumonia. 
These experiments probably clear up the difference 
in results and the varying types of streptococci 
described by many investigators. 

The morbid anatomy of experimental chronic 
arthritis is the same as that found in man and is the 
specific reaction of the infectious organism. 

Arthritis deformans may be differentiated from 
other types of chronic arthritis by the characteristic 
coincident involvement of periarticular and articular 
structures, chronic myositis, consequent contrac- 
tions of muscles, secondary trophic changes due to a 
faulty metabolism, malnutrition, etc. 

The treatment and management must comprise: 
(1) Removal of the cause; (2) improvement of 
immunity by rest, personal hygiene, including 
good food, pure air and sunshine, rational calis- 
thenics and physical culture, moral support, and 
cheerful environment. Autogenous vaccination 
may be added to still further improve immunity. 

L. G. Dwan. 


Davis, D. J.: Chronic Streptococcus Arthritis. 
J. Am. M. Ass., 1913, lxi, 724. 
By Surg., Gynec. & Obst. 


Streptococcus infection of joints is due to the 


mucosus variety of the organism. Diplococcus 
rheumaticus is also prone to attack joints. These 
cases can be differentiated clinically and by the 
history from other forms of deforming arthritis. 
The more acute attacks resemble acute articular 
rheumatism in symptoms, but, in contrast, they do 
not yield to salicylates, but are persistent and leave 
permanent joint changes. The pharyngeal ring is 
the most common entrance of the infection, and a 
history of tonsillitis is of great value in establishing 
adiagnosis. Davis found a hemolytic streptococcus 
in tonsils of thirty-eight out of forty cases of arthri- 
tis from which the tonsils were removed. The 
joint effusions examined from four cases showed no 
bacteria. Blood cultures made from ten cases 
were negative. 

The organism found forms a moderately wide zone 
of hemolysis on blood plates, is slightly smaller, 
and forms shorter chains than the other streptococci, 
and although not highly virulent may produce 
arthritis when injected into animals in large doses. 

The organisms may be recovered from the joint 
cavities of these animals early in the infection. 
Endocarditis results in about ten per cent. In 
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many of the cases studied, complete cure resulted 
from extirpation of the tonsils. Treatment with 
autogenous vaccines is valuable. In one case, a 
cure was effected by three doses in two weeks. 

W. A. CLARK. 


Magnus: Experimental Investigations in Re- 
gard to Purulent Arthritis and Secondary 
Symptoms (Experimentelle Untersuchungen iiber 
eitrige Arthritis und Folgeerscheinungen). Zentralbl. 
f. Chir., 1913, xl, 1184. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Staphylococci of slight virulence were injected 
into the joints of rabbits, and the animals killed at 
different times. The joints were preserved in toto 
and cut. The findings were as follows: Early and 
extensive necrosis of the articular cartilage, se- 
questration of the cartilage or substitution of con- 
nective tissue followed by ankylosis; all stages of 
acute and chronic inflammation of the capsule going 
over into obliteration; contraction of the joints with 
extensive adaptation of the rough forms of the 
articulation ends as well as of the finer structure of 
the spongiosa to the new position of the joint. 
Injections of tincture of iodine into the infected 
joint had no therapeutic effect. SCHULTZE. 


Elmslie, R. C.: Physical Treatment of Joint 
Diseases, Particularly Tuberculosis (Die phy- 
sikalische Behandlung der Gelenkkrankheiten, im 
besonderen der tuberkulésen Gelenkkrankheiten). 
Zischr. f. orthop. Chir., 1913, XXXii, 405. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The etiology and pathology of the joint affection 
should be determined before a course of treatment is 
decided upon. In the first place, it must be deter- 
mined whether there is an acute inflamma..on or 
whether reparative processes are going on. In 
non-tuberculous diseases, the answer to this question 
determines whether the joint should be fixed or 
mobilized. The treatments possible in tubercular 
diseases are the following: 1. Rest by removing the 
body weight and forced extension of the joint; 

(2) fixation of the joint in a suitable position. The 

choice between the two treatments depends upon 

the nature of the joint affection. The author did not 
get good results from the ambulatory treatment of 
joint tuberculosis in polyclinic patients. Fifty-six 
per cent of them had suppuration and the resulting 
deformities were rather severe. Elmslie, therefore, 
believes in the hospital treatment of these cases. 
BELA DOLLINGER. 


Dutton, T.: The Treatment of Tuberculous 
Joints by the Internal and External Use of 
Iodine. Med. Press & Circ., 1913, xcvi, 348. 

By Surg., Gynec. & Obst. 


The author strongly condemns the use of tuber- 
culin and the knife in the treatment of tuberculous 
joints, although he admits that there have been 
some brilliant successes following this treatment. 

He himself has been curing case after case by 
the internal and external use of iodides, with the 


addition of a carefully constructed diet. Iodide of 
iron is given internally in large doses, and a soluble 
iodide ointment is applied twice a day to the affected 
joint. The patients are advised to keep windows 
closed, to avoid cold and damp air, especially night 
air, and to take every advantage of warm, dry air 
and sunlight. 

Two recent cases are cited. One was that of a 
young woman twenty-two years of age, with 
tuberculosis of the right knee-joint. The treatment 
described above was begun March 12, 1912. By 
January 2, 1913, the leg was quite normal and the 
motion in the right knee-joint was as good as that 
in the left, except when going up stairs. 

The second case was tuberculosis of the wrist- 
joint of a young girl fifteen years of age. The 
patient had had hospital care for four years. On 
July 17, 1912. the iodide treatment was begun and 
continued until a pustular rash came out over her 
forehead and face. By October 2 she had gained 
twelve pounds in weight and the motion in the 
wrist-joint was fairly good. R. O. Ritter. 


Teuji, H.: Atrophy of the Muscles in Affections 
of the Joints (Uber die Muskelatrophie bei Gelenk- 
affektionen). Nippon-geka-Gakkai-Zasshi, 1913, xiv, 
£92. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author caused inflammation of the knee- 
joints in dogs by injecting into them o.2 ccm. of oil 
of turpentine and at the same time flexing the knee- 
joints to about 120 degrees and fixing them in the 
flexed position with a nail. After from eight to 
nineteen days the animals were killed and the 
muscles of the lower extremities were carefully 
weighed. All of them were found to be more or less 
atrophied. Between the atrophy of the extensors 
and the flexors, and the mono- and poly-articular 
muscles there was no gradual difference. Inflam- 
mations outside of the joint capsule and artificial 
immobilization of the joint may cause muscle 
atrophy to the same degree as affections within the 
joints. This atrophy of the muscle is believed to be 

a simple atrophy from activity without numerical 

increase in nuclei. Oyama. 


FRACTURES AND DISLOCATIONS 


Hawley, G. W.: Spontaneous Fracture in Car- 
cinoma of the Bones. Am. J. Orth. Surg., 1913, 
xi, No. 1. By Surg., Gynec. & Obst. 
The author reports three cases with seven frac- 
tures. In one case both femurs were fractured, in 
another, a single fracture of the humerus occurred, 
and in the third, fractures of the femur, radius, 
clavicle, and humerus took place over a period of 
three years. The disease of the bones in all the 
cases was secondary to carcinoma of the breast, and 
in two of the cases a radical breast operation had 
been done without local recurrence. Post-mortem 
examination was performed in one case, with ex- 
tensive dissection of the skeleton. Carcinoma 
metastasis was found in the bones. 


— 
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The bones are a favorite site for metastatic deposit 
in cancer of breast, thyroid, and prostate. It is 
recorded as occurring in 72 per cent of prostatic, 
34 per cent of thyroid, and 14 per cent of mammary 
carcinomata. It is a peculiar growth, in that it 
commonly invades many bones, rarely alters their 
gross appearance, and is not usually detected unless 
it produces enlargement, is discovered by rént- 
genography, or is complicated by fracture. It not 
infrequently occurs early in the primary disease and 
appears eight to ten years after apparent operative 
cures of mammary cases. Contrary to general 
belief prompt and complete repair follows, as a 
rule, in these fractures. In the seven fractures re- 
ported, union resulted in all. Réntgenographs and 
photographs of carcinomatous bones, with bibliog- 
raphy, accompany the paper. 


Rixford, E.: The Mechanics of Production of 
Certain Fractures: Greenstick Fractures, 
Buckling Fractures, Flexion and Torsion 
Fractures. J. Am. M. Ass., 1913, lxi, 916. 

By Surg., Gynec. & Obst, 
The etiology of fractures may be presented as an 
application of the principles of practical mechanics. 

The bones of the skeleton are subjected to stresses 

which may resolve themselves into tensile or com- 

pressive stresses. These usually occur in combina- 
tion, as in flexion, torsion and shearing stress, but 
here must be added shock or vibration. In gun- 
shot fractures the impact is of almost completely 
determining significance. Impact at low velocity 
tends to displacement, and resolves itself into bend- 
ing or torsion, or both. Impact at high velocity 
in addition tends to produce local bruising or crush- 
ing; hence, it is a penetrating power. ‘The simplest 
form of stress in the production of fracture is bend- 
ing, illustrated in mechanics by the stress in a beam, 
supported at its two ends, and carrying a load be- 
tween the supports. Compressive stress is devel- 
oped on the side of the application of the load, while 
tensile stress is developed on the opposite side of 
the beam. The shafts of normal adult bones in- 
variably break by yielding to tensile stress rather 
than to compressive, and in transverse fractures, 
practically without exception break from simple 
strain, as in fractures caused by direct violence and 
in those caused by indirect or transmitted violence. 

The line of fracture is seldom exactly transverse. 

Often a loose fragment is completely broken off. 

This always occurs on the side of the concavity. 

Scudder defines a greenstick fracture as a partial 
break across the bone with bending at the seat of 
fracture. The author’s personal observation is to 
the effect that true greenstick fracture according 
to the above definition is the exception among the 
incomplete fractures in children, which are for the 
most part buckling fractures, hence fractures by 
compression. Transverse fracture with lateral 
displacement does not occur in children, if enough 
force is used. For the common form of incomplete 
fracture of the middle shaft of a child’s bone, simply 


bending the bones back into place is sufficient; but 
in the rare greenstick fracture, reduction is almost 
impossible without completing the fracture, for 
the reason that reduction requires a certain amount 
of stretching on the side opposite the concavity. 
Therefore it is proper practice to complete the frac- 
ture in such cases by exaggerating the angular de- 
formity present. In the regions in which complete 
fractures in children are most common, for example 
in the radius, the bone, like a wrought-iron beam, 
breaks by buckling on the side of the compressive 
stress. 

Complete fracture, if taken early, may be re- 
duced by simply bending back into position; a 
buckling fracture cannot. However, a buckling 
fracture should not be completed by increasing the 
flexion deformity as is proper in the true greenstick 
fracture. By forcing the bone back into position 
(slight overcorrection is desirable) the bone breaks, 
beginning at the buckled portion. Shearing stress 
gives few examples of fracture, yet in the cleavage 
fracture of the neck of the astragalus, the sharp 
anterior edge of the articular surface of the tibia 
fairly cuts the head off of the astragalus. Torsion 
fractures were formerly classed with oblique frac- 
tures. The long bones are frequently subjected to 
severe axial torsion, particularly the bones of the 
lower extremity. A right-handed twist always 
produces a right-handed spiral fracture and a left- 
handed twist always a left-handed spiral. This 
spiral may encircle the bone two or more times. 
Loose fragments are common in such fractures. 
The author illustrates his demonstration by several 
photographs and X-ray pictures. He completes 
his article with a plea to students for the presenta- 
tion of fractures from the standpoint of mechanics, 
illustrated by experimental work in the breaking of 
plaster, clay, wood, old rubber, and dead human 
bone. FREDERICK G. Dyas. 


Fischer, E.: A Portative Extension Apparatus for 
the Treatment of Dislocated Fractures of the 
Upper Extremities and the Patella (Uber meine 
portative Extensionsapparate zur Behandlung dislo- 
cirter Frakturen der oberen Extremitit und der Pa- 
tella). Tr. Internat. Cong. Med., Lond., 1913, Aug. 

By Surg., Gynec. & Obst. 
The apparatus described above is to correct all 
dislocations of the fragments of the humerus and 
forearm. The strap of contra-extension is fixed to 
the opposite thigh. The extremity is nowhere fixed 
to the apparatus, and is held only by the extension 
plaster. The extension power can be very well 
regulated. 
The good results obtained with the apparatus 
were demonstrated through réntgenograms. 


Skinner, E. H.: The Mathematical Calculation 
of Prognosis in Fracture at the Ankle and 
Wrist. Tr. Internat. Cong. Med., Lond., 1913, Aug. 

By Surg., Gynec. & Obst. 
The author believes that the prognosis in fractures 
at the ankle and wrist can be mathematically cal- 


{ 
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culated from the radiograph. The main idea was 
that in the reduction of fractures less attention need 
be paid to the anatomical alignment of the fragments 
if the joint surfaces are in correct relation and the 
lines of weight-bearing force functionally satis- 
factory. Nature is wonderfully tolerant of frag- 
ments if she can maintain the functional joint sur- 
faces. Skinner showed how the lines of weight- 
bearing force may be charted on the negative, and 
the proper adaptation, for instance, of the astragalus 
to the tibia, which was the secret of the correction 
of ankle fracture, noted. If the antero-posterior 
X-ray negative shows the astragalus centered under 
the tibia, the prognosis as to functional result is 
more favorable than with any anatomical alignment 
offragments. With regard to the wrist, the author’s 
axiom was that the entire styloid process of the 
lower end of the radius is constantly distal to a line 
which touches the tip of the ulnar styloid and is at a 
right angle to the longitudinal axis of the radius. 
It is the tilting back of the lower end of the radius 
that interferes with the function at the wrist, and 
this can be overcome only by the full extension of 
the fragment and the consequent normal position 
of the articulating surface to its normal weight- 
bearing position. The proper reduction of the 
lower end of the fractured radius provides the cor- 
rect charting which portends a good functional 
result. 


Haudek, M.: Central Dislocation of the Femur 
(Luxation femoris centralis). Wien. klin. Wchnschr., 
1913, XXVi, 1243. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Isolated luxations of the femoral head are rare, 
but Worner had collected 41 cases from the literature 
in 1908. The mechanism is as follows: In falls 
upon the trochanter or the feet, either the pelvis or 
the femur may act as the fixed portion. If it is the 
pelvis, then the femoral head is driven against the 
floor of the acetabular cavity. If the femur is 
fixed, then the acetabulum is forcibly hooded over 
the head of the femur. In the majority of such 
accidents fracture of the acetabulum does not 
occur, and other forms of injury in this part of the 
body are much more common. If the luxation is to 
take place, the force must be directed toward the 
center of the acetabulum and in line with the long 
axis of the neck and head of the femur, i. e., when 
the leg is midway between adduction and abduction. 
The consistency of the bone is of importance. In 
elderly people fractures of the neck of the femur are 
more common on account of the brittleness of the 
bone, while in younger patients acetabular fractures 
are not so rare. Primary central dislocation of the 
femur can therefore occur when there is a fracture of 
the acetabulum, and the femoral head passes 
through the fractured area. But more commonly 


the dislocation is secondary, and is brought about 
by more prolonged pressure or traction upon the 
head of the femur after the acetabulum has been 
fractured. The diagnostic features are: A slight 


shortening of the leg on outward rotation, 1-3 cm. 
elevation of the trochanter, and the presence of a 
tumor above Poupart’s ligament. The treatment 
in recent cases consists in reduction by flexion and 
forcible adduction with a heavy pad on the inner 
side of the femur as a fulcrum. This is followed by 
extension for at least six weeks. If it is impossible 
to bring about reduction, then extension alone must 
be tried. The prognosis as to function is not good, 
and even as to life the outlook is poor, as 70 per 
cent died of the associated injuries. The X-ray 
shows that in most cases a new acetabulum forms 
about the dislocated head. BECKER. 


Murphy, J. B.: Fixation of the Knee with Back- 
ward Luxation of the Tibia. Surg. Clin. J. B. 
Murphy, 1913, ii, No. 4. By Surg., Gynec. & Obst. 

A man of 37 years was admitted on account of 
limited motion of left knee. On Sept. 14, 1911, he 
was struck on the knee by a falling mass of earth 
weighing about 150 pounds. It broke to pieces on 
striking the leg, and inflicted a small superficial 
skin cut at the time. He had slight pain in the leg 
at the time but the knee was not swollen. He was 
in bed four or five days, but at no time did he have 
any pain. September 1oth he got up on crutches. 

After two or three days the knee began to swell 

and became very painful. He did not have a chill 

preceding the swelling and no elevation of tempera- 
ture. He returned to bed because he could not 

walk on account of the pain. The leg was put in a 

cast, for two months, from the ankle to the thigh. 

He had some pain then, but it was not severe. Then 

a cast was applied including the whole body, and 

it was left on for three months. When removed, 

February, 1912, the knee was almost stiff and there 

was slight pain on movement and walking. Sep- 

tember, 1912, the knee was manipulated under 


anesthesia. After that, he noticed that the lower 
leg was luxated backward. Motion was not im- 
proved. Since that time he has had pain only on 


continued use, and then only slight. 

On account of the uncertain diagnosis, Murphy 
varied his usual incision. A transverse one was 
made just below the patella, and the patella split 
by double-L incision as in lengthening tendons. 
The condition proved to be tuberculosis, hence a 
typical resection was done, not an arthroplasty. 
The patella and tuberculous capsule were removed and 
the ends of femur and tibia squared off with Hey’s 
saw. <A slot was then made in the end of each bone, 
and a phosphor-bronze plate inserted to correct 
subluxation of tibia and to favor bony union. 
After removing the patella, the ends of the patellar 
ligament and quadriceps tendon were joined with 
chromic gut to aid in immobilizing the joint. 

One of the most important points in these cases 
of tuberculosis is immobilization. The phosphor- 
bronze plate prevents motion and immobilizes the 
joint better than anything else can. Skin sutured 
with horsehair; no drain. Straight cast placed on 
for three to six weeks. 
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The patient left ten weeks after operation. The 
skin wound healed promptly and a firm bony union 
resulted between the tibia and femur. He was 
advised to wear a full-length leather stocking for 
six months. 


SURGERY OF THE BONES, JOINTS, ETC. 


Freeman, L.: The External Bone Clamp Versus 
the Internal Bone Plate in the Operative 
Treatment of Fractures. J. Am. M. Ass., 1913, 
Ixi, g3e. By Surg., Gynec. & Obst. 

The ideal method of fixation would consist in the 
use of some material that would be absorbed 
rapidly and leave no foreign body to cause delayed 
union or late infection. No substance now in use 
answers all these requirements. At present, the 
plate and the clamp are applied most often and in 
ununited fractures the autogenous bone graft is 
rapidly gaining ground. The internal bone plate 
and the external clamp are very similar, the only 
difference being that in one the part which unites 
them is outside of the skin and in the other it is 
beneath it. The external clamps have several 
screws long enough to project well beyond the skin 
when they are inserted into the bone. The external 
clamp is better than the internal plate because:— 

1. It can be more easily applied with less manip- 
ulation and denudation of the bone; holes may be 
drilled and screws inserted with the fragments in 
almost any position. 

2. Nothing comes in contact with the line of 
fracture and the screws may be placed as far away 
from the break as desired. Martin says that as a 
rule the presence of a plate, instead of stimulat- 
ing osteogenesis between the broken bone-ends, 
retards it. 

3. Usually the external clamp will immobilize 
the fragments more firmly than the internal plate. 
The screws may be long, because they will be re- 
moved later, and the clamp may be heavy, as it lies 
outside of the tissues. When a clamp is properly 
inserted, say in a fracture of the tibia or the femur, 
the limb may be picked up by the foot and thrown 
about in any direction without fear of disturbing the 
fracture. If a plate be employed, this can seldom be 
done without danger of bending or breaking it, or 
pulling the screws from the bone. The principal 
advantage of the external clamp is that it may be 
easily removed at any time without the use of a 
general or even a local anesthetic. 

Internal plates are constantly being taken out 
because of their failure to hold the  frag- 
ments or because of infection. Among the disad- 
vantages urged against the external clamp are its 
size and weight. This objection is easily disposed 
of, however, because the large and heavy portion, 
which insures security and strength, lies outside 
where it is productive of neither inconvenience nor 
danger. The screws alone penetrate the tissues, 
and they are often of no greater diameter than those 
of the internal plate. The most plausible objection 


to the external clamp is the great danger of primary 
or secondary infection. If the operation is clean, 
primary infection will not occur with either a 
clamp or a plate. If the operation is not clean, 
neither will prevent infection. In favor of the 
clamp, however, it may be said that its great 
advantage lies in the fact that it may be removed 
without a second operation. If secondary infection 
occurs with the clamp, it appears late, is trivial in 
amount, and is confined strictly to the screw-holes. 
Infection does not spread easily with either screws 
or sutures, because a granulating channel is soon 
formed, which affords a protecting wall. In order 
to prove this point, experiments were carried out by 
Fowler, who inserted screws through the soft parts 
of the bones. He was able to demonstrate that the 
holes became lined with granulations in the course 
of three or four days. Secondary infection may be 
prevented largely by dressings and the application 
of alcohol or tincture of iodine. 

In conclusion the author states that both plates 
and clamps are of value in the hands of skilled 
surgeons. The external clamp is especially indicated 
in connection with the shafts of long bones. Clamps 
should be employed in combined fractures in pref- 
erence to plates where there is any danger that 
infection will result from the injury. 

FREDERICK G. Dyas. 


Groves, E. W. H.: Experimental Observations on 
the Renvair of Fractures and the Influence 
upon It of Various Operative Procedures. 
Med. Press & Circ., 1913, xcvi, 316. 

By Surg., Gynec. & Obst. 

In ascries of experiments with animals, principally 
upon cats, it was found that mobility at the site of 
fracture is not essential to repair, and that mobility 
and faulty fixation lead to excess of callus. 

In cases where intramedullary pegs were used, the 
callous condition was found intermediate between 
that of absolute fixation and that of free mobility. 
In cases where callus was stimulated by chemicals, 
excess of osseous tissue resulted. The degree of 
mobility determines whether there will be a false 
joint or a firm union. In these experiments, ossifica- 
tion was never begun under the periosteum, but the 
bulk of callus was first laid down as cartilage. 

As to the use of screws and plates in the fixation 
of bones, experience proves that within a few weeks, 
the majority of such plates become loose, the screws 
falling out into the soft tissues. This usually brings 
about serous effusion, which breaks through the 
skin, becomes infected, causing a sinus, and neces- 
sitates the removal of the foreign bodies. In order 
that a screw or pin should take a firm hold of the 
bone and not soon give way it must go through 
the whole thickness of the bone and be held by 
means of a nut or turned-over end; such fixation 
will remain permanently. The idea that plates and 
screws become loose and are extrudated simply 
because they are foreign is not borne out by these 
experiments. 
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Methods of fracture fixation which do not involve 
direct exposure of the seat of injury give the most 
ideal results; namely, rapid union with minimum 
callus formation. In order to determine the réle of 
the periosteum in the repair of fractures of the long 
bones, a thin sheet of metal was placed beneath it. 
Ina tibia examined twenty days after this procedure, 
the formation of callus was well advanced beneath 
the plate and was extending from the ends of the 
plate under the periosteum. In studying the process 
of repair in comminuted fractures, it was found that 
if the fragments were removed, the periosteum 
restored to its original position, and the ends of the 
main portions of the bone kept apart at their 
original distance, repair occurred hardly at all, or 
only very slowly. Ina tibia 42 days after such treat- 
ment, it was found that the union had been effected 
by fibrous tissue only, and the little bone tissue 
growing from this started out from the bone-ends 
and was not laid down from the periosteum. The 
results of these experiments are in complete accord 
with Macewen’s observations, which show that the 
periosteum itself lays down no new bone, but that 
the new formation occurs from the cut surface of the 
bone, either from the main shaft or, more rapidly, 
from the separate fragments. The periosteum 
carries the vascular supply. When this is absent, 
the callus receives nourishment only from the two 
ends of the area involved and not from the side. 
Repair, therefore, is slower and weaker than when 
the periosteum is in its normal position. 

The conclusions drawn are summarized as fol- 
lows: 

1. Screws which merely bite into the side of the 
bone will rapidly loosen by a bone process of absorp- 
tion if they are subjected to much tension. 

2. All fractured ends are conducive to good 
repair. 

3. The only way in which fractures can be firmly 
united by plates is by the use of pins, screws, and 
nuts which perforate the whole thickness of the 
shaft. 

4. Great mobility of the ends of a fractured bone 
is likely to produce a false joint, especially in the 
case of a single bone such as the femur. 

5. Marked mobility of the ends of a fractured 
bone causes a great excess of callus. 

6. Metallic magnesium is absorbed in a bone and 
causes great callus excess. 

7. Indirect methods of fracture fixation give the 
most ideal results and these are the only methods 
possible when dealing with combined and com- 
minuted cases. 

8. The periosteum has no power to form callus 
or new bone. 

9. The periosteum is of great value in serving as 
the chief vascular supply to the callus and in limiting 
its extent. 

to. Active callus and bone formation always 
occurs from the broken surface of the bone and a 
very small fragment acts as a center for new bone 
growth. FREDERICK G. Dyas. 
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Hesse, F. A.: The Therapy of Congenital Defects 
of the Fibula, with a Contribution to the 
Technique of Operations on the Epiphysis 
(Zur Therapie des kongenitalen ibuladefektes, 
zugleich ein Beitrag zur Kenntnis der Epiphysen- 
operation). Deutsche Ztschr. f. Chir., 1913, cxxii, 478. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author describes in detail the case of a nine- 
year-old boy with a congenital defect of the fibula. 
He believes that for the treatment of cases of this 
kind no definite rule can be laid down. The results 
of operative procedures, it seems, are not as good as 
those of conservative treatment, for the degenerated 
and atrophied bones have but little tendency to 
heal after an operation. With conservative treat- 
ment there are hardly any failures. An early treat- 
ment increases the growth energy of the bones. If 
operative treatment is used, the time that it should 
be begun varies for different cases. The main 
danger of operative treatment is that the epiphyseal 
line may be injured. 

The author experimented to determine whether 
longitudinal splitting of the epiphyseal line accord- 
ing to the method of Bardenheuer interferes with 
growth. On account of the anatomical distribution 
of the vessels in young bones transverse operations 
always arrest development even though they do not 
hit the epiphyseal line directly. In most cases the 
experiments showed that strictly longitudinal split- 
ting from the joint to the diaphysis if not too ex- 
tensive neither retards nor incites growth, but that 
if the splitting varies even slightly from the longitu- 
dinal direction a decrease in growth results. There- 
fore, Bardenheuer’s longitudinal splitting is very 
difficult and, if the slightest mistake occurs resulting 
in the breaking off of a portion of the epiphysis, it 
may be dangerous. 

From these facts the author concludes that treat- 
ment should be conservative. In his own case, a 
splint-encasing apparatus with a pes equinus position 
and massage were employed with good results. An 
extensive bibliography is appended. Weicnerr. 


Von Tappeiner, F. H.: Transplantability of 
Epiphyseal and Joint Cartilage (Transplanta- 
tionsfihigkeit des Epiphysenknorpels und des Gelenk- 
knorpels). Ziéschr. f. d. ges. exp. Med., 1913, 1, 491. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In transplantation, bone regularly undergoes 
necrotization. Joint cartilage, on the other hand, 
survives both in autoplastic and homoplastic trans- 
plantations. The regeneration of the necrotic 

portion takes place by cellular substitution, i. e., 

there is immigration of the preserved cartilage cells 

into the dead portion. ‘The intermediary cartilage 
remains partly viable and retains the power of 
proliferating and growing in length, but the parts 
which do not undergo necrosis are not sufficient to 
guarantee an even approximately normal longitu- 
dinal growth. Contrary to the above-mentioned 
view of the author is the experience of Rehn, who 
obtained much more favorable results in homo- 
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plastic transplantation of the intermediary cartilage. 
The epiphyseal cartilage remained almost entirely 
viable and the transplanted bone was not retarded 
in its growth. 

In order to throw more light on these questions 
Tappeiner made his experiments on dogs, whereas 
rats or rabbits had been used previously. The 
distal half of the second metatarsal bone was used 
asatransplant. Healing without reaction occurred 
in autoplastic as well as homoplastic transplanta- 
tions. In autotransplantation the intermediary 
cartilage retains its vitality and does not lose its 
power of growth. In homotransplantation the 
intermediary cartilage transplant is not useful 
clinically. In all of the experiments there was 
shortening of the metatarsal bone. Tappeiner 
therefore confirms the opinions of earlier authors 
(Helferich, Enderlen, Axhausen), and explains the 
divergent results of Rehn by the fact that he used 
only very small pieces of bone, which are more 
rapidly permeated by the nutritive fluid of the 
mother substance. Many other questions are dis- 
cussed in this work, and exact protocols with his- 
tologic reproductions are appended. VALENTIN. 


Forbes, A. M.: The Surgical Treatment of Mon- 
articular Rheumatoid Arthritis of the Hip. 
N.Y. M. J., 1913, xcviii, 614. 

By Surg., Gynec. & Obst. 

The author, in discussing the various treatments 
and describing an operation for excision of the 
femoral head, states that this was one of the earliest 
modern treatments, but was discarded because it 
was claimed that the operation was too shocking, 
and that the neck afterwards slipped out from the 
acetabulum and gave a condition similar to con- 
genital dislocation of the hip. He says that neither 
objection is valid if the proper course is pursued. 
The author cites Baer’s cases and describes an in- 
strument, an evulsor, which was used. Baer’s op- 
eration is explained as follows: 

He uses Brackett’s incision from the anterior 
superior spine to the superior extremity of the great 
trochanter, then down the external surface of the 
femur three inches. From the junction of these 
two incisions a third incision two inches long is 
made in a posterior direction; the flaps are dissected 
away from the deep fascia and the trochanter with 
attached muscles is detached with a chisel. The 
soft parts are elevated by blunt dissection from all 
sides of the neck of the femur to the acetabulum. 
His evulsors are then inserted between the soft 
parts and the periosteum until the capsule is per- 
forated on all sides. The evulsors are also carried 
around the internal surface of the acetabulum, 
detaching the capsule in all parts from the acetab- 
ular rim. 

By means of manipulation with the evulsor as a 
lever, the head is carried out of the acetabulum. 
An aneurism needle attached to a Gigli saw is 
inserted and carried around the anatomical neck of 
the femur and the anatomical head removed. All 


osteophytes are removed from the rim of the acetab- 
ulum. All hemorrhage being controlled, the neck 
is manipulated into the acetabulum, and the tro- 
chanter is replaced in its normal position and held 
by means of a wire nail. The deep muscles are 
sutured as tightly as possible around the bone in 
order to maintain the neck in the position once held 
by the head. The limb is put up in plaster in 
marked abduction and is held in this position for at 
least six weeks. James O. WALLACE. 


Stoffel, A., and Stéffel, E.: New Points in Regard 
to Tendon Transplantation (Neue Gesichtspunkte 
auf dem Gebiete der Sehneniiberpflanzung). Deutsche 
med. Wchnschr., 1913, XXxix, 1680. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Nikoladonis’ technique for the tendon transplanta- 
tion takes too little account of the morphology and 
physiology of the muscle. In choosing a muscle for 
transplantation it is not enough to select one that 
lies as near as possible to the injured one, and whose 
loss will not be noticeable, but the transplanted 
muscle should correspond as nearly as possible to 
the one whose place it is to take in structure, origin, 
and course. For instance, the flexor hallucis longus 
should not be used to replace the extensor longus 
digitorun pedis or tibialis anticus by drawing it 
through the interosseous membrane because severe 
disturbances of the function of the muscle are caused 
by pulling it through the narrow aperture and 
deflecting it from its normal course. This deflection 
can only be partially obviated by detaching it from 
its origin and this itself is detrimental. Instead the 
extensor hallucis longus or peronceus longus should 
be chosen, since their course is similar to that of the 
muscle to be replaced, so that only a slight displace- 
ment of the end of the tendon is necessary. The 
flexor hallucis longus has been carried over the sur- 
face of the tibia instead of pulling it through between 
the bones, but in order to avoid the useless spiral 
twist of the belly of the muscle, four-fifths of its 
origin had to be severed. As this procedure rendered 
powerful action impossible, the flexor hallucis longus 
should not be used to replace the tibialis anticus. 
Instead, the extensor hallucis longus should be cho- 
sen. From further examples given in the original 
article and more especially from their experimental 
work, and about 50 operations, the authors find that 
it is necessary to keep the muscle in its physiological 
state of tension. Normally the muscle is under only 
slight tension, only reacts a little when its tendon is 
cut. The slightest stretching lessens its contractility. 
In transplantation therefore its normal length should 
be maintained. 

For example, in substituting for the quadriceps 
the sartorius, biceps, semimembranosus or semi- 
tendinosus, they should not be attached altogether 
to the patella but at different heights along the 
quadriceps, corresponding to their varying lengths. 
It is absolutely wrong to try to correct an abnormal 
position of the injured part by increased tension on 
the transplanted muscle. The position should be 
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corrected by some suitable procedure before the 
transplantation, and only the normal contractility 
of the muscle made use of. In correcting deformi- 
ties of the feet, the trouble cannot be overcome by 
the formation of an artificial ligament by transplant- 
ing the tendon of the tibialis anticus and fastening 
it as far toward the distal end of the periosteum of 
the tibia as possible. For the same reason, stretched 
muscles should not be shortened by operation, since 
they are thereby put in the same state of tension 
that caused the stretching. The muscle, if left alone, 
will soon adapt itself to the correct position of the 
limb, especially if strong contraction by electricity 
is begun at once. For this purpose the authors at- 
tached to the nerve a thin metal wire which projected 
out of the wound and through the plaster cast and 
was attached several times a day to the cathode. It 
was left in position from ten to twelve days. In 
conclusion, they call attention to the importance 
of testing the contractility of the transplanted muscle 
by means of the electric current. SIEVERS. 


ORTHOPEDICS IN GENERAL 


Berg, P.: Madelung’s Deformity of the Wrist- 
Joint, Carpus Valgus (Die Madelungsche Deform- 
itat des Handgelenkes, Carpus valgus). Arch. f. or- 
thop., Mechanotherap. u. Unfallchir., 1913, xii, 325. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In this paper Berg, after consideration of the 
literature, discusses Madelung’s deformity of the 
wrist-joint. Three new cases are reported, one of 
which the author was able to keep under observation 
from its beginning to its complete development. 

The cases are made to conform to Madelung’s 

classification, and only those are included which 

arise spontaneously during the period of develop- 
ment without history of trauma or infection. The 
condition comes on gradually during a period of from 
one to two years. The author considers late rickets 
as the etiological factor in these cases. ‘The point 
of origin is the epiphyseal line. All deformities of 
the radius occurring with the condition, whether 
at the middle or lower third of the bone, are to be 
looked upon as the results cof muscular contractures. 

In conclusion, the suggestion is made to apply the 

term carpus valgus to all deformities of this type at 

the wrist regardless of the etiology, and to designate 
the classical Madelung’s disease as carpus valgus. 
REINHARDT. 


Béhm, M.: Congenital Developmental Defects in 
the Skeleton of the Trunk (Die angeborenen 
Entwickelungsfehler des Rumpfskeletts). Tr. Internat. 
Cong. Med., Lond., 1913, Aug. 

~ By Surg., Gynec. & Obst. 
The author distinguishes five types of congenital 
developmental defects in the skeleton of the trunk: 

(1) curvature caused mechanically in utero; (2) 

actual malformations, some of which are the result 

of secondary formations, others, of defects, and still 
others, of fusions; (3) variations (cervical ribs, 
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numerous variations etc.); (4) primary congenital 
asymmetry of the thorax and abdomen; and (5) 
disturbances of the direction of growth upon a 
phylogenic basis (pigeon and infundibular breast). 


Whitbeck, B. H.: The Importance of the Treat- 
ment of Weak Feet in Childhood. Med. Rev. 
Revs., 1913, Xix, 539. By Surg., Gynec. & Obst. 

The proportion of weak feet among children is 
steadily on the increase, as various statistics show. 
The economic value involved has never been con- 
sidered in figures, though it is thought the results 
would be astounding if worked out upon accurate 
lines. 

The seriousness of flatfoot is fully appreciated 
by the military authorities, and the examinations 
are very stringent on that point. Statistics are 
given, showing the discharges and rejections from 
the United States Army and Navy, as well as from 
those of the English and Japanese armies, because 
of flatfoot. 

The report of the Municipal Civil Service Com- 
mission of New York shows that in the last civil 
service examination for patrolmen 204 candidates 
out of 3,746 examined were rejected for flatfoot and 
136 out of 2,820 candidates for the position of fire- 
man were rejected for the same cause. 

Of 2,059 boys at the De Witt Clinton High 
School, New York City, 667, or 32 per cent, had weak 
feet, and 260, or 12 percent, had broken arches. In 
the elementary schools the percentage of flatfoot 
is said to be much higher, though no exact figures 
are obtainable. 

In the Orthopedic Department of the Hospital 
for Ruptured and Crippled, of New York, 8,020 
patients were treated in one year. Of this number, 
2,102 suffered from flatfoot; 244 were under 14 
years of age, and 529 were between 14 and 21 
years of age. 

The causes enumerated as producing weak feet 
in children are: 1. Congenital conditions of general 
weakness or abnormal development. 2. Overweight 
of the body, bringing undue strain upon the feet. 
3. Prolonged illness or general malnutrition, when 
the muscular power is greatly below normal. 4. 
Improper attitudes assumed by children cither as 
the result of the other mentioned causes or through 
faulty education or badly constructed shoes. 

The author’s conclusions are: 

1. Weak foot is the most disabling and wide- 
spread of all postural deformities, affecting all classes 
of society and occupations. 

2. A decidedly large number of cases exist from 
early childhood. 

. Asa result of various causes, the feet assume 
faulty attitudes which, though not _necessaiily 
causing disability in childhood, are nevertheless 
powerful factors for harm in adult life. 

4. The proper treatment of this condition in 
childhood is essential to the prevention of disability 
in adult life, when interference with occupation is a 
serious matter. CuHartes M. Jacors. 
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Sweeney, M. T.: Gymnastics for Crippled Chil- 
dren. Am. J. Orth. Surg., 1913, xi, No. 1. 
By Surg., Gynec. & Obst. 

The author gives, in general as well as in detail, 
the methods and exercises used in cases of different 
types of deformity. She believes that the chief 
aim in the treatment of crippled children should be 
to adjust the child physically so that its vital re- 
sistance will be increased and its activities nor- 
malized. Also, that individual exercises are better 
than those given in class form, and that these special 
exercises under ideal conditions should be part of 
the daily routine of the school. Each child should 
have daily at least fifteen minutes concentrated 
effort directed toward its special need, and carried 
out under the close supervision of a properly trained 
person. Besides localizing work on the special 
conditions present, efforts should be made to im- 
prove in general the chest capacity and thereby the 
circulation. While the main efforts may be directed 
toward active work, there are a certain number 
that cannot do active work. For these children 
there should be systematic, supervised rest periods, 
which are of the greatest importance. 

The following conditions are dealt with in detail, 
and careful gymnastic prescriptions are given for 
each type of case: 

Paralysis, obstetrical, spastic, infantile; tubercular 
joints, old and active; congenital dislocations of the 
hip; congenital abnormalities, malformations; 
rachitic deformities, knock-knees, bowlegs, scoliosis; 


traumatic amputations; arthritic joints; kypho- 
scoliosis. 

Gymnastics in these cases will not cure. They 
will reduce the liability to disease by improving 
general tone of body, but they cannot obliterate the 
conditions, which are generally of a fixed type. 
Often, as in the tubercular affections, to improve 
the general condition is the direct way to eliminate 
the process. Therefore gymnastics may be largely 
influential in bringing about a cure. 

In cases of spastic paralysis, co-ordinative work 
should be combined with precision exercises. They 
should not undertake exercises that bring into con- 
traction muscles already contracted. 

In cases of infantile paralysis, the work is con- 
centrated on the parts paralyzed, as is also true in 
cases of obstetrical paralysis. 

Patients whose joints show active tubercu- 
lar processes are given supervised periods of 
rest. The old cases are given only such exercises 
as do not bring about motions in the affected region. 
The other deformities which are too complex to be 
properly covered by an abstract are taken up in 
detail. The apparatus needed is simple. A table, 
trapeze, benches, pulley-weight, dumb-bells and a 
few wands are enough. The results are excellent, 
and at the end of three years the comparison of 
weights and measurements of these children shows 
marked increases, besides producing, on the whole, 
a much healthier lot of children. 

James WARREN SEVER. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Elsberg, C. A.: Some Surgical Features of In- 
juries of the Spine, with Special Reference 
to Spinal Fracture. Ann. Surg., Phila., lviii, 296. 
By Surg., Gynec. & Obst. 
The author states that in his experience, careful 
X-ray study shows, in a large proportion of cases of 
apparently trifling spinal injury, definite fissures or 
fractures of the spinous or transverse processes, and 
he suggests the possibility of slight traumatism play- 
ing an important role in the etiology of spinal 
diseases. The rupture of spinal ligaments may also 
result from apparently trifling injuries. That such 
rupture can lead to protracted and serious symptoms 
is shown by a report of two cases operated upon. 
In fractures of the spine, Elsberg believes that 
immediate laminectomy is indicated in all of those 
cases which show “incomplete” cord symptoms. 
In the cases which have not been seen until late 
after the injury, laminectomy is also indicated, but 
in such cases the results are never so good as when 
the operation is performed before the cord has been 
permanently damaged by the hemorrhage and 
oedema which immediately follow the injury. In 
those cases in which there is a complete transverse 
injury, operation does harm rather than good. 
BARNEY BROOKS. 


Schanz, A.: The Treatment of Scoliosis (Die Be- 
handlung der Skoliose). Tr. Internat. Cong., Med., 
Lond., 1913, Aug. By Surg., Gynec. & Obst. 

Congenital scoliosis is a deformity of the spinal 
column that occurs in post-foetal life. The charac- 
teristic symptom-complex is the formation of a 
curve on one side of the spinal column with a com- 
pensatory curve on the other. The individual 
vertebra become wedge or diagonal shaped. The 
long column shows signs of torsion. The scoliosis 
is the result of a disturbance of the static weight- 
bearing ability of the spinal column, which is char- 
acterized by an excess of the load imposed over the 
ability of the spine to hold it. 

In the young, scoliosis may be benign or malignant. 
The benign form heals or comes to a standstill with- 
out, with, and in spite of, treatment. The malignant 
scoliosis gets worse to a degree which may cause 
severe disfigurement. It interferes with the ability 
to work and even shortens the life. The causes of 
the benign form of scoliosis are usually physiological, 
including disturbances of the strength of the verte- 
bre in early development, chlorosis, poor nourish- 
ment, etc. Malignant scoliosis is caused by a 
disturbance of the bones of the spine, in most cases 
the so-called late rickets. 
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In the treatment of scoliosis two indications must 

be fulfilled: (1) the indication of the cause; (2) the 
indication of the finished deformity. The causes of 
benign scoliosis are so manifold that it is impossible 
to lay down a plan of treatment for all cases. After 
the deformity has occurred the indication is to 
restore the carrying power of the spinal column. 
For the purpose of taking the weight off of the spine 
the orthopedic apparatus is of value; its chief dan- 
ger consists in the fact that it may cause atrophy of 
the muscles resulting from inactivity, which further 
lessens the strength of the spinal column. Atten- 
tion should be given to the improvement of the 
general health and to local treatment by massage, 
electricity, etc. Gymnastics should be used with 
care. For the correction of the present deformities 
mechanical traction and pressure are aids. They 
may be used in the form of manual redressments. 
Gymnastics are of no use in correcting deformities. 
A plaster cast is a great help, but it has the dis- 
advantage that the strength of the spinal column 
suffers during its use. Any correction cure carries 
with it the danger that although the primary result 
may be good the deformity may recur later and 
the final end result may be much worse than the 
original deformity. Late rachitis is not a genuine 
rachitis. It is a disease of which the true nature is 
not yet known and in this fact lies the weakness of 
the entire therapy of scoliosis. 

JANSEN has for some years made use of a plaster- 
bed in a side position in which the principal curve— 
usually the dorsal curve—is made to rest upon a 
convex surface and to deflect to the other side. 

The plaster-bed in side position should complete 
the treatment by plaster-jackets and gymnastics, 
but not replace these methods. It has shown itself 
very useful for children. The little children are 
made to lie in it by day and night for some months, 
and the older ones, either only during the night or 
during the night and part of the day. F. G. Dyas. 


Ollerenshaw, R.: Sacrococcygeal Tumors. 
Surg., Phila., 1913, lviii, 384. 
By Surg., Gynec. & Obst. 

Ollerenshaw classifies congenital tumors peculiar 
to the sacrococcygeal region and taking their origin 
from the transitory organs of the caudal end of the 
embryo into four chief groups: (1) Caudal ap- 
pendages; (2) dermoid cysts; (3) mixed tumors 
(teratomata); (4) foetal inclusions. 

He reports an interesting case of the third variety, 
wherein this growth was about the size of a child’s 
head and, prior to birth, was thought by the mother 
to be a second foetal head. 

The tumor was situated in the sacrococcygeal 
region, apparently separating the gluteal muscles 
of the two sides, displacing the anus forward, with- 
out interfering with micturition or defecation; it was 
covered by tense skin, and consisted of multilocular 
cysts and a solid portion. When the child was sev- 
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eral weeks old the growth was successfully removed 
D, L. DesParRD. 


by excision. 
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Law, A. A.: Ventral Tumors of the Sacrum. 

Surg., Gynec. & Obst., 1913, xvii, 340. 

By Surg., Gynec. & Obst. 

Embryological study of the caudal end of the 
spinal axis explains these growths. Early in em- 
bryonic life the entoderm forms the caudal intestine, 
canal dorsalis, and chorda dorsalis; the mesoderm, 
the connective tissue, muscles, vertebra, and blood- 
vessels; and the ectoderm, the primitive streak, the 
medullary tube, and its vestiges. The central canal 
of the spinal cord and the primitive alimentary 
cana! are in communication through the so-called 
neurenteric canal which is later obliterated. 

When the proctodeum invaginates te form part of 
the cloacai chamber it meets the gut above the neu- 
renteric canal. For a time a part of the gut re- 
mains behind the anus and is called the post-anal 
gut. This also becomes obliterated later. 

These misplaced tissue anlages are susceptible to 
local disturbances of development, and, according 
to Middledorf, to tumor formation. ‘There are 
many theories as to the cause of these tumors. It 
is generally accepted that the simpler dermoids may 
arise from monogerminal tissue implantation. The 
more complex teratomas and mixed tumors, how- 
ever, generally show evidences of all three foetal 
layers. Many observers believe the tumors are due 
to proliferation of the remnants of the neurenteric 
canal, the medullary canal, and the hind gut, in 
association with ectodermal and mesodermal inclu- 
sions. Many find it difficult to explain by the 
monogerminal theory some of the complex tera- 
toids, where an entire limb, an eye, a bronchus, 
rudiments of vertebra, intestine, or liver may be 
demonstrated. These tumors have given birth to 
the bigerminal theory, according to which such a 
tumor represents an incomplete monstrosity or 
twin, a parasite engrafted upon its autosite or host; 
in fact, a suppressed fortus. 

The sacrococcygeal tumors vary greatly, both 
individually and morphologically, and show great 
diversity of tissue. They have been designated 
“histological potpourri.”” A preponderance of one 
tissue may indicate from which foetal remnant the 
tumor originated. Practically all of these tumors 
are definitely encapsulated and arise usually from 
the pelvic connective tissue. They are on the 
border line of malignancy. Murphy calls atten- 
tion to the fact that they often contain mammary 
and testicular tissue which is liable to malignant 
change, and we have reports of the rare chorion 
epitheliomas in teratoids; therefore their removal is 
indicated. 

Reports of these tumors complicating pregnancy 
are very rare and in the literature the writer 
finds no case like the one which prompted his paper. 

A girl of sixteen, pregnant at full term, had been 
in active labor for 24 hours. A pelvic tumor 
practically filled the true pelvis and mechanically 
prevented delivery. Accordingly, a cesarean section 
was performed. The uterus was delivered through 
the abdominal wound before it was opened. An 
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assistant by grasping the blood-vessels on either side 
prevented hemorrhage where the uterus was in- 
cised. 

The child and placenta were removed. Then, as 
the tumor was found to be intimately attached to 
the rectum, vagina, and sacrum, and as it could not 
be removed from above, a panhysterectomy was 
performed. The mother made a normal recovery 
and the child lived. 

Five weeks later a Mayo-Kraske exposure was 
made, removing the sacrum and coccyx below the 
second foramen of the former. The main tumor 
and a smaller attached growth were shelled out with- 
out difficulty or hemorrhage. The mother again 
made a normal recovery. 

A detailed report of the tumor was made by H. R. 
Roberston, associate professor of pathology and 
bacteriology in the University of Minnesota. He 
concludes that nests of embryonic cells growing in 
syncytial-like masses suggest malignancy in their 
manner of growth and appearance. Areas of hem- 
orrhage, necrosis and calcareous degeneration dem- 
onstrated the atypical character of the tissue, its 
rapid development and imperfect blood supply. 
The smaller tumor suggested a neuroma in its gen- 
eral characteristics. 

That the tumor sprang from some misplaced 
remnants of the terminal portions of the neural tube 
seems a logical conclusion. Portions of it developed 
abnormal powers of proliferation and showed signs 
of malignant change. Other portions in an imper- 
fect manner reproduced the adult type of nerve 
tissue. 


Murphy, J.B.: Post-Sacral Dermoid. Surg. Clin. 
J.B. Murphy, 1913, ii, No. 4. 
By Surg., Gynec. & Obst. 

The patient, a male of 20, stated that two years be- 
fore he had a small, elevated, very sore mass in the 
skin to the left of the anus. It was very painful for 
two weeks, when it ruptured and discharged a foul- 
smelling pus. A sinus formed, and afterwards it 
continued to discharge. He was operated on 
unsuccessfully in October, ro11. The sinus was still 
discharging. In February, 1913, he had another 
abscess over the buttocks and two more to the left 
of the anus. These abscesses also ruptured, dis- 
charging a bloody pus. There was still a consider- 
able discharge, and the skin around the anus was 
excoriated. 

In April, a longitudinal incision was made, directly 
over the location of the dermoid, passing to one side 
of the fistula, going through the skin, superficial 
and deep fascie, into the sac. The sac was lined 
by a granulation tissue. Care was taken to make 
sure that there was no other track leading off from it. 

The sac removed, the wound was closed first with 
silkworm-gut sutures, to immobilize the tissues. 
This is one of the most unpleasant places in the 
anatomy to get a healing, because of the motion of 
the thigh. A rubber tissue drain was placed from 
the upper angle of the wound down and out through 


the lower angle. The usual alcohol dressing (plus 
I per cent phenol) was applied. 

The important factor in such cases is the differen- 
tial diagnosis. Pilonidal cysts and post-sacral involu- 
tions of a remnant of the neurenteric canal are 
commonly treated by opening and drainage, by 
curettement, by cauterization, by iodine injections, 
etc., all of which are ineffectual. These sacs are 
lined with epithelial cells and only a complete dis- 
section of the lining produces a cure. If any portion 
remains, or if diverticula are overlooked, recurrence 
of the suppuration is inevitable. Post-procteal 
cysts or dermoids are also of embryonic origin, but 
occur in front of the sacrum and behind the rectum, 
and they require the same treatment. 

Healing progressed better than was expected and 
the patient left in four weeks, with the wound com- 
pletely healed. 


Murphy, J. B.: Laminectomy for Aneurismal 
Sarcoma. Surg. Clin. J. B. Murphy, 1913, ii, No. 4. 
By Surg., Gynec. & Obst. 


The patient, a man of 36, showed almost complete 
transverse paralysis, occurring suddenly with a 
history of pain. The skiagram showed a tumor 
114 inches in diameter, clean cut, on the right 
side of the spinal column. The pain extended down 
into his limbs. There was a severe pressure backward 
against the arches of the vertebra from something 
situated anterior to the spinal column — that is, it 
had come through from in front. 

An osteoma usually takes its origin in the bodies 
of the vertebrae. Osteoma in this location is not 
common, and it rarely ever compresses the cord. 
When it does do so, the compression occurs very 
slowly, not producing the symptoms noted in this 
case before many months or even years. Then acute 
infections must be considered, such as acute osteo- 
myelitis with a granuloma or an abscess pressing 
back toward the spine. If this mass had been 
an abscess it would have shown in the skiagram 
as an area of rarefaction and not solidification, 
as the case showed. Echinococcus cysts and 
actinomycosis also would show a _ rarefaction. 
A bone lesion compact enough to give a shadow 
as dense as this one is found only occasional- 
ly in the metaphysis of the knee, that is, the slow 
ossifying processes that take place in the shaft of the 
long bones as the result of infections that are active 
over a period of years. Of such this man had no 
history. There was no history of trauma, no lues, 
nothing that would cause an aneurism in that por- 
tion of the aorta as was indicated in the skiagram. 
Occasionally, an aneurism in this location causes an 
absorption of bone and finally compresses the cord. 
An aneurismal sarcoma could develop as rapidly 
as this condition did and compress the cord, but 
such a lesion should give a rarefaction and not « 
solidification. An aneurismal sarcoma should giv 


a skiagraphic picture similar to that of an aneurism. 
At operation, the growth proved to be a sarcom: 
protruding between the seventh and eighth dorsa! 
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vertebre; it was probably a little below the center 
point of the elevation. There was profuse flowing of 
blood, as from an artery; this was controlled by 
pressure. None of the laminz or spinous processes 
were removed. 

A microscopic section made of a spoonful of tissue 
removed at operation confirmed the clinical diagnosis 


SURGERY OF THE 


Leriche, R., and Dufourt, P.: Four Cases of 
Stretching of the Solar Plexus for the Gastric 
Crises of Tabes (Quatre observations d’élongation 
du plexus solaire pour crises gastriques du tabes). 
Lyon chir., 1913, X, 256. By Journal de Chirurgie. 

Leriche has studied the surgical treatment of the 
gastric crises of tabes for several years, and tried, 
on four patients, the stretching of the solar plexus, 
proposed a long time ago by Jaboulay. The opera- 
tion is simple and without danger and the four pa- 

tients recovered uneventfully, but at the end of a 


of aneurismal sarcoma. Primary wound healing 
followed, with no enlargement of the tumor backward. 
A skiagram, taken 13 weeks after operation, showed 
no material change in the size of the tumor. The 
patient has been getting Coley serum and X-ray 
treatment without avail and at the time of the 
report fatal termination was close at hand. 


NERVOUS SYSTEM 


few weeks the crises reappeared as frequently and as 
violently as before. These negative results confirm 
those recently published by Delbet and Mocquot. 
A brief résumé of the four cases as described by 
Leriche shows that in addition to the stretching of 
the solar plexus, Feerster’s section of the posterior 
roots and Franke’s operation of detaching various 
intercostal nerves were performed, with scarcely 
any success. In brief, this surgery for the gastric 
crises of tabes is extremely disappointing. 
LENORMANT. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Carrel, A.: Contribution to the Study of the 
Mechanism of the Growth of Connective 
Tissue. J. Exp. Med., 1913, xviii, 287. 

By Surg., Gynec. & Obst. 

Carrel has already shown that connective tissue 
can be preserved for an indefinite time in vitro, 
in a state of active life. In the present study he has 
attempted to ascertain some of the relations which 
exist between the tissues and their medium. 

The experiments were made with strains of con- 
nective tissue derived from embryonic or adult 
chickens. It was found that when the tissue is 
cultivated for a certain time in a given medium 
which has been repeatedly changed, a definite re- 
lation arises between the rate of growth and the 
composition of the medium. ‘The rate can be ac- 
celerated or retarded by the addition to the medium 
of activating or retarding substances. The rate 
of proliferation of connective tissue after cultivation 
for sixteen months equaled or exceeded that of fresh 
connective tissue taken from an eight-day-old em- 
bryo. It appears, that time has no effect on the 
tissues isolated from the organism and preserved by 
means of the technique described. J. F. Crurcnitt. 


Friedman, J. C., and Hamburger, W. W.: Value 
of Edestin and Peptone in Diagnosis of Cancer 

of the Stomach. Arch. Internal Med., 1913, xii, No. 3. 

By Surg., Gynec. & Obst. 

Neubauer and Fischer, in 1909, proposed the use 
of glycyltryptophan as a reagent for the estimation 


of peptolytic activity and applied it to the diagnosis 
of carcinoma of the stomach. The test consisted in 
mixing glycyltryptophan with a portion of the fil- 
tered gastric juice‘obtained after the usual test break- 
fast, incubating for 24 hours, and then testing with 
bromin vapor for the rose-violet color of free trypto- 
phan. Their conclusions were as follows: (1) There 
exists in carcinomatous stomach contents a ferment 
which, contrary to pepsin, will split glycyltrypto- 
phan. (2) This ferment is destroyed by an acidity 
of .36 per cent HC;. (3) The presence of this fer- 
ment may be of diagnostic value. Their report was 
accepted with widely divergent criticism. Friedman 
and Hamburger have used the peptone quantitative 
method and have added the use of edestin as a means 
of controlling the most frequent source of error — 
proteolytic cleavage. 

One of the most frequent criticisms of the bio- 
chemical tests for cancer of the stomach is the fact 
that the gastric contents of normal individuals, as 
well as of non-cancerous patients, under certain 
conditions, split glycyltryptophan and other poly- 
peptids. Although several authors have defined the 
sources of error in these tests and have suggested 
various modifications to control them, no one, so 
far as they are aware, has made use of a second 
substrat to control and rule out the cleavage due to 
non-cancerous ferments. The authors discuss, first, 
the probable sources of error; second, submit a meth- 
od for the control of the most frequent error — 
proteolytic cleavage; third, report a series of cases 
in which this method has been used. Abderhalden 
believed that the ferment derived from cancer cells 
belonged to the general group of ereptases, ferments 
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capable of splitting polypeptids and peptones, but 
incapable of attacking native protein. No specificity 
has been noted on the part of this cancer-derived 
ferment so far as the cleavage of polypeptids and 
peptone is concerned. Therefore, it is to be em- 
phasized that these tests based on peptolytic cleav- 
age are specific only in so far as the ereptase of any 
given gastric contents can be shown to be derived 
from the cancer tissue itself. To do so, it is essential 
to rule out ereptase from non-cancerous sources, as 
follows: 

(a) The ereptase (erepsin) of regurgitated duode- 
nal contents (succus entericus). 

(b) Serum ereptase from hemorrhage into the 
stomach and from transudation of ereptase-contain- 
ing fluids into the stomach. 

(c) Tissue ereptase from breaking down of cells 
of the gastric mucosa. 

(d) Ereptase of swallowed saliva. 

In addition, protease, capable of peptolytic cleav- 
age, as well as proteolytic cleavage, must be identi- 
fied and controlled, if present: 

(a) Trypsin of regurgitated pancreatic juice. 

(6) Proteases of bacteria and leukocytes — mostly 
from swallowed saliva. 

From a general survey of these several sources of 
error, it was considered, for reasons to be discussed 
later, that the second group, the proteases of pan- 
creatic juice (trypsin) and saliva (leukocytes and 
bacteria), were most frequently active. The authors 
believed, therefore, that if this proteolytic cleavage 
could be controlled, they would materially increase 
the reliability of the methods in question. 

Kiittner and Pulvermacher, Lyle and Kober, 
Ohrl and Schittenhelm and others contended sub- 
sequently that the bile test was inadequate to ex- 
clude trypsin. On the basis of their own work, 
Friedman and Hamburger agree with those holding 
that a negative bile test does not of itself exclude 
trypsin. Warfield and Koehlker first called atten- 
tion to the fact that saliva under certain conditions 
is capable of hydrolyzing glycyltryptophan and other 
di- and tripeptids, believing such action to be due to 
a hitherto undescribed salivary ferment. The 
authors state that the method about to be described 
for the control of pancreatic trypsin serves equally 
well for salivary leukoprotease, thereby dismissing, 
for purposes of clinical diagnosis, the problem of the 
origin of the proteolysis. The use of the vegetable 
globulin edestin was suggested for this work by 
Jobling as a true native protein, subject to cleavage 
by proteolytic ferments only, thereby serving as a 
substrat for differentiating cleavage due to pepto- 
lytic enzymes. The authors describe in detail the 
method: (a) Control and estimation of proteolytic 
cleavage (proteolysis); and (6) estimation of pep- 
tolytic cleavage (peptolysis). 

Only those cases are included in which the diagno- 
sis was controlled by the operative or autopsy find- 
ings, or in which the clinical picture was so definite 
as practically to exclude errors in its interpreta- 
tion. 


This report comprises the results obtained from 
37 cases, divided as follows: 


(a) the stomach... 10 

(b) Chronic ulcer of the stomach............. 

(c) Chronic inflammation of g.b.andpancreas .. 6 

(d) Old gastro-enterostomy cases............. 4 


The authors present complete tables with their 
analysis, and summarize as follows: 

1. Edestin is a valuable aid in controlling the 
proteolytic cleavage of stomach contents. 

2. The proteolytic cleavage of stomach contents 
is due in most instances to regurgitated trypsin, 
although leukocytes and bacteria probably play 
some réle. 

3. By the use of edestin with peptone it is possible 
to materially reduce the errors in non-cancerous and 
normal cases due to trypsin, leukocytes and bacteria. 

4. The edestin-peptone method possesses distinct 
value in the diagnosis of cancer of the stomach and 
is of considerable service in the differential diagnosis 
between benign and malignant anacidity. 

5. High peptolysis with low proteolysis speaks for 
carcinoma; high peptolysis with high proteolysis 
against carcinoma. 

6. The edestin-peptone method, as in other labo- 
ratory tests, is of practical value only when taken in 
conjunction with the usual clinical and laboratory 
findings. BERNARD McGratu. 


Goetze, O.: Multiple Primary Carcinomata (Be- 
merkungen iiber Multiplizitaét primirer Carcinome 
in Anlehnung an einen Fall von dreifachem Carci- 
nom). Ztschr. f. Krebsforsch., 1913, xiii, 281. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The autopsy of a 75-year-old man showed a 
stomach carcinoma, and adenomatous polyp of the 
intestine, four carcinomata of the descending colon 

and sigmoid flexure, a carcinoma of the rectum, a 

scirrhous carcinoma of the right lobe of the pros- 

tate, and cancerous metastases in the liver. His- 
tological examination showed that all these except 
the nodes in the liver, which were metastases from 
the intestinal carcinomata, were primary tumors. 
KONJETZNY. 


Henderson, Y.: The Pathology of Shock. 7r. Jn- 
ternat. Cong. Med., Lond., 1913, Aug. 
By Surg., Gynec. & Obst. 
Shock, in the broad sense in which the term is 
often used, is not a single, clear-cut disorder, but a 
group of conditions which differ one from another 
fundamentally. However, owing to the fact that 
these various conditions resemble one another 
superficially, they are generally confused. The 
first problem is to define and distinguish each one. 
The term shock originally meant concussion, an 
invisible vibration through all the tissues and organs 
which inhibited their functional activity. Contu- 
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sions involved ‘‘local shock.” Nowadays it is 
accepted as a matter of course that, apart from 
hemorrhage and infection, the effects of an injury 
such as the crushing of a foot are transmitted, not 
by an “invisible vibration” through all tissues, but 
through the nervous system. To state this is not 
to give a theory of shock, but merely to admit the 
basis from which any theory must start. 

The following are some of the modes of sudden 
death referred to as “shock”; all are easily dis- 
tinguished from ‘‘shock”’ as a state of depression: 
(1) Electric shock. Electric currents of high po- 
tential may throw the heart into fibrillation or para- 
lyze the respiratory center. (2) Anaphylactic 
shock. Death from an injection of a foreign protein 
in a sensitized subject results from constriction of the 
bronchi, stiffening of the myocardium, or abolition 
of vascular tonus. (3) Shock from grief or fear. 
Simultaneous stimulation of all cardiac nerves may 
produce cardiac fibrillation and immediate death. 
(4) Chloroform shock. Mental excitement and 
physical suffering increase the secretion of adrenalin. 
Adrenalin plus light chloroform anesthesia pro- 
duces cardiac fibrillation. Levy has proved that 
many fatalities have occurred in this way. 

The following are some of the states of depression 
termed shock: For the gynecologist shock is par 
excellence the result of hemorrhage. For some 
surgeons it is the state of depression following intense 
suffering even without loss of blood. For other 
surgeons it is a general depression following pro- 
longed operations without considerable loss of 
blood or suffering. For some physiologists it is 
something akin to one or another of the foregoing. 
For other physiologists it is the condition induced 
by high section of the spinal cord. Among the fore- 
going there are probably at least three more or less 
distinct conditions. 

According to the theory now prevalent, shock is a 
state of vasomotor failure, essentially a prolonged 
syncope. This idea originated in the celebrated 
“‘Klopfversuch” of Goltz. On slapping a frog on 
the abdomen it was noted that the heart-beat became 
feeble and the abdominal blood vessels relaxed. 
From this has come the explanation, undoubtedly 
correct, that syncope is reflex inhibition. Most 
modern investigators, particularly Crile, have 
assumed a similar explanation for shock. How- 
ever, as a matter of fact, such an explanation does 
not explain the failure of respiration, the loss of 
tonus, the reflexes in muscles, atonicity of the 
intestine, etc., which also occur in shock, and ex- 
plains the circulatory disturbance only partially. 
Crile found (and the experience of the writer verifies 
the fact) that in experiments on shock go per cent 
of the subjects die from failure of respiration while 
the circulation is still in fair condition. 

Clinical cases and animal experiments carried out 
by the writer show that intense suffering causes 
excessive respiration and may be followed by failure 
of respiration from acapnia. Experiments were 
quoted in which the atonicity of the intestines and 


the tympanites following exposure and handling 
were overcome by means of CO,. A form of shock 
identical in many respects with that seen clinically 
may be induced by acapnia. However, it is not 
claimed that this is by any means the only condition 
that leads to clinical shock. 

The fundamental error in most modern discussions 
of shock lies in confusing it with the vasomotor and 
other functional depressions seen in the purely 
experimental “spinal shock” induced by high sec- 
tion of the cord. In reality, as the writer’s experi- 
ments show, the failure of the circulation in surgical 
shock usually is essentially like that after extensive 
hemorrhage, and unlike a prolonged syncope or 
vasomotor failure. Present knowledge indicates 
that shock as seen clinically depends upon a de- 
creased blood volume. Solution of the patho- 
logical and surgical problems of shock requires first 
the solution of the as yet ill defined physiological 
problem, ‘“‘ What are the conditions which normally 
regulate the distribution of fluid between the blood 
and the tissues?” 


Broca, A.: 
tile). 


Surgery of Childhood (Chirurgie infan- 
Paris: G. Steinheil, 1913. 
By Journal de Chirurgie. 


This book presents the results of twenty years’ 
practice of surgery, first at the old Trousseau Hospi- 
tal and later at the Hospital for Sick Children, which 
indicates an extremely abundant material. Through- 
out his career, Broca had in view the double purpose 
of being a surgeon and an educator. He is fitted for 
his work as a teacher, which was always of supreme 
interest to him, by the clearness of his mind, the 
precision of his language, his great learning, and rare 
general culture. 

All these qualities show in the book, in which he 
has brought together all that he has learned, in his 
practice, for the benefit of students and surgeons. 
The whole field of children’s surgery is presented. 
Diagnosis and treatment hold first place, but they 
would be mere empty formulas if not based on a 
knowledge of pathogenesis and pathological anat- 
omy, and on laboratory study which is of so much 
importance in medicine to-day. The author has 
made use of all these branches of pathology in his 
treatment, so that the book is a complete treatise on 
the surgical pathology of childhood. 

Diseases of the bones and joints, of course, take 
first rank, as they are the most characteristic condi- 
tions in this special pathology. They take up al- 
most two-thirds of the volume. The rest is devoted 
to a study of the diseases of the different organic 
systems and regions. All the surgical diseases pecul- 
iar to childhood and those which, though not 
peculiar to that period, present special features in 
childhood, are described. 

The illustrations are of prime importance in a 
book on surgery, which is an objective science, and 
in a book designed for teaching; and the author has 
given his attention to this feature and in a charac- 
teristic personal way. There are no plates, no repro- 
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ductions of photographs or radiographs, nothing but 
diagrammatic sketches, which the author says may 
be as exact and much clearer than a photograph, 
and as they are so much cheaper to reproduce they 
may be used to any extent. The abundance of the 
illustrations in this work proves this to be true, and 
they have the merit of being derived almost entirely 
from the author’s own practice. 

A detailed analysis of a work of this sort is not 
possible. It is sufficient to say that it is the most 
complete and original treatise we have on the sur- 
gery of childhood. LENORMANT. 


SERA, VACCINES, AND FERMENTS 


Shattuck, G. C.,and Whittemore, W. S.: Gono- 
coccus Vaccines and Glycerine Extracts of the 
Gonococcus in the Diagnosis of Gonorrheal 
Infections. Boston M. & S. J., 1913, clxix, 373. 

By Surg., Gynec. & Obst. 


The authors discuss the question of the specificity 
of the gonococcus vaccines and glycerine extracts 
in detail. They have carried out a series of experi- 
ments on a limited number of patients, the results 
of which are tabulated. The first vaccine used was 
prepared from nine strains of bacteria which had 
been grown on artificial media for several months; 
the second, from fresh cultures. Both vaccines 
acted differently when given intradermically. In 
all cases the first vaccine reacted positively after it 
was a week old. Forty-six cases were tested by this 
method. The local reactions appeared in all 
gonorrhceal, and in nearly all non-gonorrhceal, cases. 
In eight gonorrhceal and two non-gonorrhceal cases 
there were signs suggesting a general reaction. A 
focal reaction was observed in one case only, the 
diagnosis in this instance being gonorrhceal arthritis. 
The results are attributed to autolyses. 

It is stated that when a vaccine has undergone 
autolysis to an unknown degree, when changes in it 
may still be taking place, and when perhaps the 
peculiar proteins of the original organism may have 
been destroyed or modified, the results of the diag- 
nostic tests and of treatment by such a vaccine may 
well prove unreliable; and if a specific reaction should 
occur, it may be masked by the effects of irritating 
or non-specific toxic products of disintegration of the 
bacteria. 

These suggestions indicate that more knowledge 
is needed in regard to the changes that take place 
in gonococcus vaccine, and raise the hope that more 
satisfactory results may follow improved methods 
of preparing the vaccine. 

The authors tested the same vaccine by the von 
Pirquet method, but did not obtain satisfactory 
results. Glycerine extracts and a control were then 
prepared and inoculations made by the von Pirquet 
method. Forty-eight cases were tested. The re- 


sults obtained were somewhat better, but not satis- 
factory. The conclusions drawn were as follows: 

1. The concentrated vaccine showed no superior- 
ity for diagnostic tests. 


2. In gonorrhceal and in control cases it produced 
a local lesion like that of a chemical irritant. Autol- 
ysis may have been a factor in producing the sup- 
posedly irritating properties of this vaccine; the 
changes in the vaccine may have prevented it from 
producing a specific reaction, and the unsatis- 
factory therapeutic effects of gonococcus vaccine 
may, perhaps, be traceable to autolysis. 

3. Glycerine extracts of the gonococcus inocu- 
lated by the method of von Pirquet caused, in a few 
cases, the formation of peculiar papules which may 
have represented a specific reaction. Most of the 
cases showed no definite reaction. 

Epwarp L. CorRNELL. 


Komarowsky, M.: Treatment of Gonorrhcal 
Affections with Gonococcus Vaccine (Zur Frage 
der Behandlung gonorrhdischer Erkrankungen mit 
Gonokokkenvaccine). Therap. Rundschau, 1913, 
vi, 437. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author obtained good results from vaccine 
treatment in a case of vulvovaginitis, in gonorrhoea 
of the epididymis, joints, prostate and Cowper’s 
glands. In chronic gonorrhoea the treatment was 
utterly ineffective. The gonococci never disappeared 
after pure vaccine therapy, but local treatment was 
also necessary in order to get rid of them entirely. 

Von SCHILLING. 


BLOOD AND LYMPH VESSELS 


Tscherniachowski, E.: Suturing the Vessels in 
the Treatment of Aneurism (Zur von Frage der 
Anwendung der Gefiissnaht bei der Behandlung der 
Aneurismen). Deutsche Ztschr. f. Chir., 1913, cxxiii, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


A description and criticism of the different opera- 
tions for aneurism show that all the old methods 
completely cut off circulation in the region and cause 
gangrene in 12.2 per cent of the cases, or even if the 
collateral circulation is free enough to prevent 
gangrene, there are later disturbances in nutrition 
such as atrophy and ischemia. Frisch,in the exami- 
nation of ten cases after one to eight years, found 
only four that were entirely well. Hunter’s ligation 
of the chief tributary vessels above the aneurism 
gives the worst results, since it cuts off the greater 
part of the collateral circulation, the preservation of 
which is so important in such operations. The 
statistics for gangrene vary from 10.2 to 19.3 per 
cent. 

The result of the older Antyllus’ operation, which 
consists in tamponing the sac of the aneurism, is 
better, as is also the record of the Matas obliterating 
operation, in which the tributary vessels are closed 
by sutures from within the aneurism and the sac 
itself is obliterated by buried sutures. This opera- 
tion is improved upon, however, by his other two 
operations, the ‘‘restorative” and the “reconstruc- 
tive.” The first of these consists in the suture of the 
lumen of the vessel from the opened aneurism; in the 
second, the sac walls are sutured over a catheter, 
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which is removed after the lumen of the vessel is 
restored. Both operations are intended to keep the 
lumen of vessels patent and reduce the danger of 
necrosis to a minimum, but the presence of the 
diseased vessel wall tends to bring about recurrences. 
The “‘lateral suture,’ which has recently been much 
used, is practically the same only that the aneurismal 
sac is extirpated. Both operations are suited for 
arterio-venous aneurisms and especially for sacculat- 
ed aneurisms with a small slit-like opening. 

The author has found 31 cases of lateral suture in 
the literature, 11 in arterial and 20 in arterio-venous 
aneurism. In two cases there was gangrene, but from 
causes for which the operation could not be blamed— 
arterio-sclerosis and gaseous phlegmon. Death was 
not due directly to the operation in any case and 
there were no recurrences. The ideal operation is 
Lexer’s method of circular suture of the vessel with 
resection of the diseased portion. Of the three 
methods of uniting the vessel, Murphy’s, Payr’s 
and Carrel-Stich’s, the author prefers the latter. 
He has used it twenty-five times on animals, with 
success in 72 per cent of the cases, and he also used 
it successfully on a human subject in the case of a 
man with arterio-venous aneurism caused by a shot 
in the thigh, which case is reported in detail in the 
original article. 

Tscherniachowski prefers the continuous circular 
suture and uses a forceps of his own with a controll- 
able screw arrangement. The danger of recurrence 
is slight, as Sofoterow has found that the pressure in 
the sutured vessels is 180-190 mm. The success of 
the suture depends on the technique, which is not 
at all simple and the most careful asepsis. In 13 
cases from the literature, 6 of arterio-venous and 7 
of arterial aneurism, there was no case of gangrene. 
Death occurred in one case, and patency of the 
lumen in 53.8 per cent of the cases. Autoplastic 
transplantation of veins can be done only where 
there are large defects to be supplied, but its value 
has not yet been decided upon. Heteroplastic 
transplantation is never successful. If an attempt 
at vessel suture would endanger the life of the patient, 
or it is not possible for technical reasons, the best 
procedure is Matas’ obliterating operation. The 
older methods of ligating the vessel and extirpating 
the aneurism are to be used only in smaller vessels, 
the ligation of which does not injure the nutrition of 
the part. SIEVERS. 


Nasaroff, W. M.: Injuries of the Thoracic Duct in 
Operations on the Left Supraclavicular 
Region (Uber Verletzungen des Ductus thoracicus 
bei Operationen in der Regio supraclavicularis sinis- 
tra). Arb. d. chir. Klin., Prof. W. A. Oppel, Med. 
Akad. z., St. Petersb., 1913, iv, 125. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


_ The author deals with secondary injuries in opera- 
tions at the base of the neck. In the case of a wo- 


man, thirty-three years of age, who was operated 
for a metastasis in the glands following amputation 
of the breast, the thoracic duct was injured in clean- 


ing out the left supraclavicular fossa. This injury 
was not noticed at first, but was later evidenced by 
the flow of chyle. A milky fluid could be seen flow- 
ing from a small opening at the apex of the some- 
what dilated, healing wound. The opening was 
cauterized, the wound tamponed, and after three 
weeks the fistula closed and the wound healed. The 
author further tabulates sixty-two cases reported in 
the literature, making a total of sixty-three cases. 
The injury occurred during the extirpation of tuber- 
culous cervical glands, twenty-four times; of carci- 
nomatous glands, twenty times; of sarcomata and 
lymphomata, eleven times; of malignant strumas, 
three times; of aneurysms of the left subclavian 
artery, once; of leukemic glands, once; of haemor- 
rhagic cyst of the neck, once; and in operations for 
traumatic injuries of the neck, twice. Seventy per 
cent, therefore, occurred during gland extirpations. 
In general, prognosis is good and healing finally 
occurs after prolonged chylorrhoea. ‘Tamponade 
and ligation must be considered in the treatment. 
The latter leads to a cure the more rapidly. Suture 
to, or transplantation into, a vein after complete 
division of the duct must be mentioned. Deanesli 
(Lancet, 1903) reported a successful cure. ScHAack. 


SURGICAL THERAPEUTICS 


Hahl, C.: The Influence of Pituitrin upon Blood 
Pressure after Hzemorrhage (Der Einfluss des 
Pituitrins auf den Blutdriick nach Blutungen). Finska 
lak.-siillsk. Handl., Helsingsfors, 1913, lv, 218. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 
On the basis of 23 observed cases, the author comes 
to the conclusion that an intramuscular injection of 

0.5 to 1.0 ccm. of hypophysial extract cannot in- 

crease the blood pressure of a woman who has lost an 

average of 1,200 ccm. during a confinement. A rapid 
increase, however, occurs if, inaddition, normal saline 
infusion — here in the form of enemas — replaces the 
decreased fluid in the vascular system. 
ByJORKENHEIM. 


Caspary: 1. Physico-Chemical Treatment of 
Cancer. 2. Vaccine and Serum Treatment 
of Cancer (1. Die Anwendung der physikalisch- 
chemischen Behandlung. 2. Vaccinations-und Serum- 
therapie der Geschwiilste). Wiinchen. med. Wehnschr., 
1913, Ix, 1907. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

At the International Conference for Cancer Re- 
search in Brussels in 1913, Caspary of Berlin dis- 
cussed the use of physico-chemical means in the 
treatment of cancer, He claims that they may 
either cause an increase in the autolytic ferments of 
the body or limit the exuberant growth of the 

tumor, and that the first is a local effect, the latter a 

general one. The latter, he says, is to be preferred, 

and its use is justified even in operable tumors; but 
there is the danger, however, that the tumor mass 
may be rendered fluid and the organism injured by 
absorption of it, unless, as in the case of cancer of 
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the uterus, it can be discharged externally. He fur- 
ther states that since metastases cannot be affected 
by radiation, other internal remedies must be used 
for their destruction, and that with chemical means 
alone no decisive cures have been obtained, so they 
should always be used in conjunction with radium 
treatment. 

In the discussion that followed, Bayet of Brussels 
recommended radium treatment for external tumors 
except on the tongue, the penis, the parotid gland 
and the abdomen. Freund of Vienna discussed 
the difference in serum of normal blood and that of 
cancer patients. The first destroys cancer cells, the 
latter does not, and it even contains an albumin 
body that protects the cancer and furthers its 
excessive growth. It arises from catabolic processes 
in the intestine of cancer patients. Immunization, 
however, cannot be attained by its use, at least in 
horses. Wermer of Heidelberg did not believe 
physical therapy was of great importance: he recom- 
mended radium treatment only for superficial epithe- 
lioma; for sarcoma he preferred réntgen rays. The 
rest of the participants in the discussion were almost 
all convinced of the value of treatment by radium, 
but an exact judgment as to its value cannot be 
pronounced. 

Odier, Genf and Coley of New York had used 
injections of streptococci in metastases, the latter 
with good results. Matapan of Brussels regarded 
the injection of streptococcus toxin as a valuable 
adjuvant to other methods of treatment. Witzel of 
Diisseldorf believed injections of toxins and chemical 
means should be used in conjunction with operative 
treatment. Pinkus of Berlin treated three patients 
with an autogenous vaccine. One of the patients 
is still living but has a recurrence. Blumenthal of 
Berlin and Daels of Ghent had good results from 
vaccination with serum from the same kind of tumor 
from other patients, and yet better with serum 
from the patient’s own tumor. To avoid transmis- 
sion of bacteria he kept the material standing in the 
incubator for from two to three days. 

VOSWINCKEL. 


ELECTROLOGY 


Aagaard, V.: A Method for Removing the Dis- 
coloration from Stained Réntgenograms. 
Am. Quart. Rénigenol., 1913, v, 20. 

By Surg., Gynec. & Obst. 

This is a valuable point in technique, for the 
method does not soften nor reduce the density of the 
negative. The formula consists of two solutions: 

Solution A: One ounce of saturated solution of 
potassium permanganate in eight ounces of water: 
Solution B: One ounce of potassium metabisulphate 
in eight ounces of water. 

After thoroughly washing the negative, and while 
it is still moist, immerse the plate in Solution A for 
four or five minutes, agitating the solution constant- 
ly by rocking the tray. Then remove the plate and 
rinse it well. On removing the plate and rinsing it, 


it will be found stained the characteristic color of 
permanganate, but after being left in Solution B 
from two to three minutes and again rinsed, it will 
be found perfectly clear. It is very important that 
the surface of the plate after being removed from 
Solution A should be rubbed with a tuft of cotton 
dipped in water before it is placed in Solution B, to 
be sure that all the chemicals are removed from the 
film ; otherwise some stain may be left. 
G. E. PFAHLER. 


Pirie, A. H.: A Sliding Diaphragm for Improving 
the Quality of Skiagraphs. Am. Quart. Rént- 
genol., 1913, V, 18. By Surg., Gynec. & Obst 

The importance of diaphragming in réntgenog- 
raphy is well established. Pirie’s moving di- 
aphragm enables the réntgenologist to cover large 
areas and still retain the effect of a small diaphragm. 

The principle consists in moving a rectangular 
diaphragm over the top of another rectangular 
diaphragm, each being placed at right angles to the 
other. 

He does not describe the details of his construction 
nor of the motive power, but in the article he gives 
a diagram illustrating the principle. 

G. E. PFAHLER. 


Cabot, S.: An Analysis of the Various Forms of 
Energy Supply for the Generation of X-Rays. 
Am. Quart. Rontgenol., 1913, Vv, I. 

By Surg., Gynec. & Obst. 

Cabot explains the advantages in réntgenography, 
réntgenoscopy, and réntgentherapy of using his 
apparatus, which is capable of giving predetermined 
and unfluctuating voltage for the energy supply 
to Réntgen tubes. His paper consists mainly of a 
restatement of current theories in a more intelligible 
way, together with the presentation of certain 
original theories of his own. 

During the past three years he has made quantita- 
tive measurements of electrical energy supplied by 
various forms of X-ray apparatus and has analyzed 
the qualities and quantities of the rays produced. 
The results of this work seem to offer an explanation 
of the reason why different forms of X-ray apparatus 
give different results with the same tube and why 
some are specially suitable for a given purpose. 

The measure of quality used in Cabot’s experi- 
ments was the Benoist penetrometer. Besides the 
usual forms of X-ray generating apparatus, such as 
coils and transformers, the author has constructed 
an apparatus which has the ability to maintain an 
unfluctuating voltage on the tube terminals. 

During the past two years quantitative measure- 
ments have been made at the Massachusetts Gen- 
eral Hospital by Dodd. The results of these 
measurements were as follows: 

1. Confirmation of Thompson’s law: ‘‘Each unit 
of thickness penetrated absorbs a fixed percentage 
of the energy transmitted to it, and this percentage 
is dependent upon the penetration of the ray and 
the nature of the absorbing medium.” 
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2. The thickness of dissipating medium-pen- 
etrated rays, which absorbed a fixed percentage of 
energy of X-light, was found to be directly propor- 
tional to the voltage maintained on the tube ter- 
minals. 

3. If tungsten or platinum targets are used, the 
voltage maintained on the tube terminals may be 
read from the Benoist gauge. Thus, 3 Benoist was 
produced by 30,000 volts; 5 Benoist by 50,000, etc. 

4. The absorption of energy at the various degrees 
of penetration in common use as it penetrated tissue 
was measured and a set of curves prepared showing 
graphically the distribution of energy absorption. 

It is hoped that by means of these curves more 
accurate knowledge will be obtained of the dosage 
reaching a diseased part located below the surface 
of the skin in therapeutic work as well as in rént- 
genography and réntgenoscopy. The curves were 
plotted on data obtained by watching areas on 
photographic plates which were equally darkened 
by exposure. This method has a possible error of 
20 per cent. It is proposed to check them by an 
electrometer. 

When a tube is actuated by a transformer, it 
emits rays of all degrees of penetration. The 
relative proportion in which rays of the different 
penetrations are mixed is determined by the resist- 
ance characteristics of the tube, which change from 
day today. Current is flowing through the tube 
about two-thirds of the total time, and the maximum 
value is about two to three times that indicated by 
the millameter. In cases in which a tube is en- 
ergized by an induction coil, we have also a mixture 
of penetrations supplying energy to the tubes in 
pulses of very great intensity. These pulses are 
separated from each other by relatively long in- 
tervals of time. The maximum current in the tube 
is ten to fifty times that shown on the millameter. 
For this reason, the same tube banks up a much 
greater voltage than it does on a transformer. The 
resultant penetration produced with a given number 
of milliamperes will therefore always be greater 
with a coil than with a transformer. 

If a tube is energized by a machine giving un- 
fluctuating voltages, the registered current is the 
maximum current amplitude. 

The results of the analytical work were as follows: 

Réntgenography. The apparatus should be able 
to maintain voltages from 30,000 to 80,000 as 
desired and be able to dissipate 10 kw. of energy 
inthe tube. It should have a quick acting kilovolt- 
ometer and milliameter. 

Table of tube voltages: 30-35 kv. for hand and 
chest réntgenographs on thin subjects; 35-40 kv. 
for general work on small parts giving great con- 
trast; 40-45 kv. for bone work in parts less than 
two inches thick, for chest work in 100-pound pa- 
tients, and for general tissue detail using intensify- 
ing screens; 45-50 kv. for bone work of extremities 
and chests of 150-pound patients; 50-60 kv. for 
kidney and bismuth work in light subjects, also for 
extremities; 60-70 kv. same as above in heavier 


patients; 70-80 kv. for hips, frontal sinuses, and 
bismuth work; plates show considerable loss of con- 
trast. 

The most important factor in getting the best 
results is to know accurately the penetration during 
the exposure. With Cabot’s apparatus, this can 
be determined by meter, which is much simpler 
than by any other known method. Cabot’s ap- 
paratus is in the nature of a direct current rotary 
converter having a variable ratio of transformation, 
transforming 220 volts, direct or alternating current, 
to high potential direct current, having a fluctuation 
of 114 per cent. This high potential can be ad- 
justed at will from 30 to 100 kv., and is capable of 
supplying energy to the tube up toa rate of 15 kw. 

Réntgenoscopy. Cabot’s apparatus is so flexible 
that it is readily possible to use the same tube for 


- réntgenoscopy and at any instant excite the tube 


sufficiently for réntgenography. 

Réntgentherapy. This branch of Réntgen work 
has been very much held back by lack of scientific 
means of knowing, recording, and reproducing the 
exact dosage, especially in deep-seated lesions. 
Ability to maintain non-fluctuating voltage promises 
to do away with this uncertainty. Already it has 
become possible to state the Saboreaud pastile 
doses in figures, i. e., 3,400 milliampere seconds at 
10”, penetration Benoist 4. 

To get as good results in deep therapy as we have 
in superficial, it is only necessary for the tube-maker 
to design a tube of higher puncturing voltage and 
proper resistance characteristics, and for the elec- 
trical engineer to supply a proper source of energy 
to actuate this tube. Cabot’s apparatus gives 
promise of fulfilling the latter condition. 

A. H. 


Opitz, E.: Supplements to the X-Ray Treat- 
ment of Malignant Tumors (Randbemerkungen 
iiber Unterstiitzung und Ersatz der Strahlenbehand- 
lung bésartiger Geschwiilste). Strahlenthcra pie, 1913, 
iii, 251. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

That better results are obtained by combining 
several forms of treatment, neither one of which 
may be sufficient in itself, is Opitz’s belief. So, in the 
treatment of inoperable carcinomata, he gave potas- 
sium iodide internally and powdered calomel over 
the ulcerating edges, which had been scraped out 
with a sharp curette. This combined treatment 
prevented hemorrhage and suppuration for a long 
time. Internal administration of cholin caused 
temporary cessation of growth. Experiments with 
combined cholin and X-ray treatment have not yet 
been finished. It has been observed that lymph 
glands make carcinomatous cells inactive and that 
cancerous foci are surrounded by a zone of lympho- 
cytes. It would, therefore, seem desirable to create 

an artificial local or general lymphocytosis. If a 

lack of salts in the diet favors the proliferation of 

epithelial cells, the addition of silicates, calcium, or 
other salts would deserve consideration in the treat- 
ment of carcinoma. The author has given up at- 
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tempts at serum treatment because twice he had 
serious results from anaphylactic shock. 
FRANGENHEIM. 


Kienbéck, R.: Radiotherapy of Malignant Dis- 
eases. Tr. Internat. Cong. Med., Lond., 1913, Aug. 
By Surg., Gynec. & Obst. 

The ideal method of treating tumors is to destroy 
the pathological cells without producing injurious 
effects upon the neighboring healthy tissues and 
without causing harm to the organism. This end 
may be attained by the use of the réntgen ray and 
other similar rays, because of the exceeding sensi- 
tiveness of pathological cells (selective action). 

Réntgen and radium rays can remove malignant 
tumors, even very large ones, provided these 
tumors are very radio-sensitive. Countless cases 
of permanent cure have been recorded. If a tumor 
disappears quickly under the influence of irradia- 
tion, it is not likely to recur. 

When surgical or radiotherapeutic methods offer 
the same chance of cure in a given case, the latter 
should be preferred on humanitarian and cosmetic 
grounds. The prospect of permanent cure following 
operation for carcinoma is not any too great, even 
when the tumor is considered quite operable; 
Czerny says three-fourths of the operated cases recur. 

The greatest progress in the technique of rént- 
genotherapy has been made through the work of 
Perthes and Dessauer and their followers. It is 
especially important to filter the réntgen rays 
through thick aluminum in the treatment of deep- 
seated tumors, particularly when the skin is begin- 
ning to show sensitiveness. Reicher and Lenz make 
a great advance by producing anemia of the skin 
with adrenalin, making it much less sensitive to 
the rays. 

Lately it has been frequently stated that harm 
may result from réntgenotherapy of malignant tu- 
mors unless a proper technique is followed. It has 
been believed that small réntgen doses stimulate 
the growth of the tumor. In reality, however, 
with a proper technique only a very small proportion 
of cases of malignant tumor are unfavorably in- 
fluenced and in such cases more rapid growth of 
the tumor is due to the fact that in the presence 
of an acute inflammatory infiltration of the tissues 
in the neighborhood of the tumor cells the rays 
stimulate the inflamed base upon which the tumor 
grows into still greater inflammation. 

The author protests vigorously against the belief 
that in malignant tumors small doses are uniformly 
or primarily “irritation doses.” If small doses 
really can irritate, it would at best be only restricted 
doses on circumscribed areas, and practically 
without significance. James T. Case. 
Mackee, G. M.: Therapeutic Technique. Tr. Am. 

Réntg. Ray Soc., Boston, 1913, Oct. 
By Surg., Gynec. & Obst. 

The author discusses his subject under two 
headings; first, the estimation of the quality, and 


second, the determination of the quantity, of ray 
employed. 

To estimate the quality of ray he uses the milli- 
ampere meter, the Bauer qualimeter and the 
Benoist radio-chronometer. He actuates the tube 
with one milliampere of current and selects one 
which, with this current, will give a qualimeter read- 
ing of 8 to 9 and a radio-chronometric reading of 8 
to 11 and maintain this vacuum for a considerable 
time. He advises the use of a “hard” ray for all 
lesions. 

To determine the quantity of ray he prefers the 
Holzknecht radiometer. He does not dose his tube 
for quantity, but measures the dosage of each 
treatment with the pastille. 

He discusses the effects of age, heat, light, and 
moisture upon the pastille and concludes that 
although it does not answer all theoretical require- 
ments it is sufficiently accurate for all practical 
purposes, provided the user knows the sources of 
error, has had experience, and is careful. 

To administer a dose he places the pastille upon 
the skin, rather than half-way between the anode and 
the skin. His reasons are fully set forth in his 
article. As a basis of dosage he employs the dose 
table of H units as formulated by Holzknecht. 
He reasons thus: If 4 Holzknecht units of a Benoist 
6 ray (H4 B6) will produce an erythema of the 
skin of the face of an adult, it will require a smaller 
dose of a B3 or a larger dose of a Bo to produce the 
same effect. Although Mackee is in favor of the 
massed dose, he advises the inexperienced to employ 
a repeated small dose until a reliable technique is 
required. 

In discussing the question of idiosyncrasy the 
author states that he has neither seen nor heard of 
a true case. He does not, however, deny its possible 
existence. Hypersusceptibility does exist and is an 
important factor. 

Some portions of the body are more sensitive than 
others. The face, for example, is most sensitive and 
the scalp most resistant. Children are more suscep- 
tible than aged persons, and females and blonds 
more susceptible than males and brunettes. Such 
diseases as mycosis fungoides, eczema, psoriasis 
and applications of chemical irritants such as tar, 
mercury, sulphur, iodine, and particularly chrysor- 
obin cause a hypersensitiveness of the skin. Hence 
the dose will depend upon the part of the body that 
is to be rayed, the age and complexion of the 
patient, the disease, the quality of the ray, and the 
effect desired. 

The author considers also the question of color 
blindness in connection with the reading of the 
pastille. Those afflicted with color blindness who 
can detect slight differences of unit can use the 
pastille, but those who cannot make such com- 
parisons cannot do so. Every radiotherapist should 
have his eyes examined for such a defect. 

In conclusion the author advises the use of the 
customary indirect methods of qualitative and 
quantitative measurements such as the “working 
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distance” of the anode and the milliamperage of 
the current in the tube, the direct method being 
added at first as a control, but, with experience, 
gradually replacing the older indirect technique. 
FrANcEs C. TURLEY. 


Roberts, E. J.: The Therapeutic Value of Second- 
ary Rays Produced from Metals by the Action 
of Réntgen Rays. Australas. M. Gaz., 1913, xxxiv, 
230. By Surg., Gynec. & Obst. 

When roéntgen rays strike a metal the metal sends 
forth a secondary ray which is different from the 
rays it has received and varies in penetrating power 
according to the atomic weight of the metal exposed: 
the greater the atomic weight, the “harder” the ray. 
The quality of the secondary ray depends upon the 
kind of metal and not upon the réntgen rays used 
to excite that metal. 

Rays filtered through metals must not be mistaken 
for these secondary rays given off by the metal it- 
self. The filtrating rays can be distinguished from 
the secondary rays by the barium-platino-cyanide 
screen, the former causing fluorescence while the 
latter does not. 

The tube chosen to produce the incident ray 
should be medium “hard” and the metal should be 
thick enough to prevent filtration of this exciting 
radiation. 

Silver with an atomic weight of 107.66 and copper 
with an atomic weight of 63 have been found, in the 
author’s experience, to produce a secondary ray 
suitable for therapeutic purposes, the silver ray 
being most efficient for deep skin lesions and the 
copper for superficial lesions. 

With these factors as a premise, the author carries 
out a lengthy course of experiments with secondary 
rays and concludes that epithelioma and kindred 
diseases may be treated successfully with these rays 
instead of X-rays or radium. 

His reasons for undertaking this work were the 
expense of radium, the possibility of using a tube 
capable of radiographical work to excite the metals 
to secondary radiation, and the fact that a given 
metal always produces a secondary ray of a con- 
stant degree of penetration, while the radiation from 
an X-ray tube is made up of rays of varying degrees 
of penetrating power which change further in 
ad with every alteration in the vacuum of the 
tube. 

Technique: The patient is protected by a piece 
of smooth, thin lead in which a hole of the required 


size is cut to fully expose the lesion. Over this hole 
is suspended a wooden frame one inch in thickness 
and three inches square, to which the metal is fas- 
tened. In this way the metal is separated from the 
lesion about one inch. The metal is three inches 
square and sufficiently thick to retard the filtration 
of the rays which excite it. Copper should be from 
one-sixth to one-fourth of an inch thick and silver 
proportionately less. The metals must be pure. 
Both copper and zinc give off secondary rays when 
excited separately, but an alloy of these metals can- 
not be excited to secondary radiation by X-rays. 
The author uses copper of 99.96 per cent purity, the 
.04 per cent of impurity being oxygen and a trace of 
silver. The tube is placed four to six inches from 
the metal. The exposures should be made daily and 
the treatment must be thorough. 

Twenty cases are reported. Two were cases of 
tenia circinata, each of which were treated with 
secondary rays from copper, the first by eight sit- 
tings of ten minutes each, with a resulting X-ray 
dermatitis and cure of the disease, and the second 
by six exposures with the same result. 

One was a case of cancroid of the ala nasi of five 
years’ duration. This was treated first unsuccess- 
fully by the author with X-rays and later cured by 
secondary radiations from silver in six sittings of 
ten minutes each. 

In one case of generalized psoriasis, a limited area 
was treated with copper ray. The disease disap- 
peared from this area but remained in other areas 
that were treated by other methods. 

Seven cases were cases of epithelioma. A com- 
bination of X-ray and silver ray was used in one 
case, copper ray in two, and silver ray in the other 
four. In all but two a successful termination was 
implied. 

One case of lupus was treated with silver ray, and 
at the date of the report had improved. 

Four cases of rodent ulcer were treated success- 
fully with the silver ray and one with the coppet 
ray. 

One case of warts treated with the silver ray was 
much improved when the patient returned home and 
treatment was stopped. 

In one case of eczema squamosa silver ray effected 
a cure after four applications. 

One case of tubercular disease of the neck 
occurring in an abrasion was treated with the 
silver ray, but the result is not stated. 

Frances C. TuRLey. 
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Rollett, H.: Intra-uterine Miliary Tuberculosis 
(Uber intrauterine miliire Tuberkulose). Wien. klin. 
Wcehnschr., 1913, Xxvi, 1274. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The patient was a woman who developed an acute 

miliary tuberculosis during pregnancy and bore a 

full-term child (51 cm., 3600 g.), which died 48 

hours after birth of miliary tuberculosis. The 

mother died 18 days after the birth of the child. 

This unusual occurrence proves that tuberculosis 

may be congenital, and that even the generalization 

may occur in utero. TORGYLER. 


Faure, J. L.: Results of Abdominal Hysterectomy 
for Cancer of the Cervix (Traitement du cancer 
du col de l’utérus par lhystérectomie abdominale). 
Butl. et mém. Soc. de chir. de Par., 1913, XXxix, 1061. 

By Journal de Chirurgie. 

Faure reports 1o cases in his hospital experience 
who survived their operation for periods ranging 
from one year and two months to seven years and 
seven months. One patient, operated on in Sep- 
tember, 1905, died two years later without local 
recurrence but with generalized cutaneous sar- 
comatosis. There was without doubt some relation 
between this and the uterine cancer. A second 
patient, operated on in January, 1904, died seven 
years later of pulmonary emphysema without any 
trace of recurrence. Another, operated on in June, 
1904, was well two years and four months later, but 
has since died; the author has, however, been unable 
to learn the exact date or cause of her death. A 
fourth, operated on in May, 1903, died eight years 
later, but the exact cause of death was not known. 
Of these four patients, one was undoubtedly per- 
manently cured of her cancer, and there is a reason- 
able doubt as to recurrence in the other cases. The 
other six are in good health and completely cured, 
one after eight years, one after ten, three after 
eleven, and one after more than fourteen. 

Another set of statistics relates to 24 cases, enough 
from which to draw conclusions of some value. Of 
these 24 patients, 2, or 8.33 per cent, died from the 
operation. Of 5 others, or 20.85 per cent, 3 died 
of recurrence within the first six months. Another 
lived nearly two years, dying of cerebral tumor. 
The fifth lived two and one-half years and died of a 
recurrence in the pleura. Of 17 patients, 70.83 
per cent are at present well. Of these, 4 have been 
operated on less than a year, but there remain 13 
who have been operated on for 19 months or longer, 
so that their future is reasonably assured. Two 
were operated on 19 months ago; one, two years 
ago; one, two years and eight months; one, three 
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years and one month; one, three years and three 
months; one, three years and eight months; one, 
four years; one, four years and three months; one, 
four years and seven months; one, five years and 
four months; one, five years and six months; one, 
six years and three months ago. Several of these 
may still have recurrences, but Faure is more and 
more convinced with longer experience that they will 
be few in number. J. Dumont. 


Leonard, V. N.: On the Development of Malig- 
nant Disease of the Cervical Stump After 
Supravaginal Hysterectomy. Azn.Surg., Phila., 
1913, lviii, 373. By Surg., Gynec. & Obst. 

From the gynecological clinic of the Johns Hop- 
kins Hospital, the author first reports two cases of 
carcinoma of the cervical stump after hysterectomy. 
He then gives a table in which is reviewed a list of 
36 cases which have been more or less com- 
pletely reported up to the present time. Reference 
is made also to others mentioned in the literature 
but never completely reported. Leonard does not 
advocate giving up supravaginal amputation as an 
operative procedure. 

From representative European clinics, Botzong 
collected 724 cases of subtotal hysterectomy with a 
primary mortality of 2.61 per cent, and 499 cases 
of panhysterectomy in which the mortality was 6.6 
per cent. Faure found the stump almost always 
atrophied and regarded it as being in a state of 
epithelial inactivity decidedly unfavorable to the 
development of cancer. Of the 36 cases in Leon- 
ard’s table, it is probable that in at least 16 in- 
stances the presence of malignancy had not been 
detected at the time of operation. Of these 36 
cases, 26, or 72 per cent, were operated upon for 
uterine myomata. 

Considering only those cases in which the sub- 
sequent carcinoma was probably non-existent at the 
time of operation, it is found that in 63 per cent of 
the cases the uterus had been removed for myomata. 
Leonard, therefore, argues that the question prac- 
tically resolves itself into a study of the etiological 
relationship of myomata to cancer and of the tech- 
nique to be used in removing the myomatous uterus. 

Combining the statistics of Winter, Noble, and 
Cullen, the author shows that of 3,786 cases of 
uterine myomata, 124 cases, or slightly over 3 
per cent, showed either cervical or corporal malig- 
nancy. ‘There are no reliable statistics of the abso- 
lute frequency of cancer of the uterus, but to place 
it at 3 per cent would be absurd. Therefore, 


Leonard concludes that myomata exert an influence 
incontestably favorable to the development of 
uterine carcinoma. 
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Of 2,513 cases of cancer of the uterus, 186 cases, 
or 7.4 per cent, were of the body, whereas of 215 
cases of uterine cancer associated with myomata, 134 
cases, or 62.3 per cent, were of the body. As re- 
gards the cervix, Winter has reported 25 cases of 
cervical cancer occurring in 1,270 cases of uterine 
fibroids, about 2 per cent. Several cases are re- 
ferred to where cervical carcinoma had been found 
in the routine examination of the specimens after 
total hysterectomy for myomata. Leonard argues, 
therefore, in favor of a ‘‘cupping out” of the cervix 
after supravaginal amputation, as has been ad- 
vocated by Kelly, as a routine procedure. The 
technique is simple and its advantages are that 
(1) the cervix is more easily closed over; (2) a 
carcinomatous focus deep in the cervix would be 
discovered; and (3) by the removal of a large amount 
of the glandular tissue, the chance of subsequent 
malignant degeneration would be proportionately 
diminished. Before opening the abdomen, the 
cervix should be examined under sight, and before 
closing it, the amputated uterus should be opened 
and carefully examined for evidences of carcinoma 

CAREY CULBERTSON. 


King, A. F. A.: Uterine Carcinoma: Another 
Hypothesis as to Its Cause and Prevention. 
Surg., Gynec. & Obst., 1913, xvii, 328. 

By Surg., Gynec. & Obst. 

The author presents the original idea that cancer 
originates from the fertilization of maturated 
somatic epithelium cells by spermatozoa. The 
somatic cells have been transformed into sexual 
cells by long-continued irritation — they have re- 
duced their chromosomes — and when fertilized, 
they produce the pseudo-embryonic structures so 
long recognized as characteristic of cancer. Nu- 
merous references from noted authorities are given, 
in which the fertilization of cells is ascribed to leu- 
cocytes and other somatic cells, but not to sperm, as 
suggested by the present writer, who insists that 
leucocytes have no such power. Cancer cells, thus 
produced, are parasites, just as the cells of a normal 
embryo. 

Regarded as a microbic disease (which in a way is 
correct), the microbe, i. e., the spermatozo6n., in- 
vades the body from without. 

In the development of malignant pseudo-embry- 
onic structures, no embryo appears: it is only the 
trophoblastic tissues those that arise normally 
from the non-embryonic portion of the blasto- 
dermic vesicle — that develop into cancer. These 
trophoblast cells, in cancer, as in a normal embryo, 
are phagocytic and cytolitic: they corrode and 
destroy surrounding tissues, opening blood vessels 
and producing hemorrhage,— in the one case, the 
local effusions of blood that lead to normal placental 
lacune, and in the other, the dreadful hemorrhage 
of cancer. 

As a rule in normal impregnation only one ovule 
is fertilized, while in a visible speck of proliferated 
tissue, the number of maturated cells liable to 


fertilization by sperm must be thousands. If a 
thousand normal ova were simultaneously impreg- 
nated in utero, the product would be a cancer and 
not an embryo. 

In support of his views in regard to uterine can- 
cer, the author cites the rarity of the disease in vir- 
gins. The exceptional occurrence of cases without 
coitus, he explains, is caused by means of an 
intermediary host, such as the warm water of a bath 
in which spermatic elements may have been diffused. 

To prevent cancer, the contact of sperm with 
senescent proliferated tissues must be prevented. 
The author suggests amputation of the cervix uteri 
before cancer begins, in cases of chronically inflamed 
uteri, and asks whether coitus should not be pro- 
hibited after the menopause as a further prophy- 
lactic measure in the same line. 


Bossi, L. M.: The True Prophylaxis of Carcinoma 
Uteri (Die wahre Prophylaxe des Uteruskrebses. Ein 
Mahnruf an die Gynikologen). Zentralbl. f. Gyndk., 
1913, XXXVii, 1000. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author regards the early diagnosis of cancer 
as less important in cancer prophylaxis than the 
discovery of means to prohibit its development. 
Chronic ulcers and inflammations of the cervix and 
uterus should be treated conservatively and cau- 
tiously, for they give the matrix from which carci- 
nomatous tissue takes its start. Since caustics, per se, 
are likely to cause irritation, he holds that their use 
should be discontinued. He makes a plea that all 
gynecologists make observations along this line in 
order to test its value. RITTERSHAUS. 


Klotz, R.: Treatment of Inoperable Uterine 
Carcinoma with Radium and Intravenous 
Chemotherapy (Die Becinflussung des inoperablen 
Uteruscarcinomes mit Strahlen- und intravenéser 
Chemotherapie). Miinchen. med. Wchnschr., 1913, |x, 


1704. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Report of 13 cases of inoperable uterine carcinoma 
treated simultaneously with electro-cobalt (intra- 
venously, 5 ccm. to the dose once a week) and moder- 
ate doses of radiant energy from radium (200-440 X 


and 800-1400 mg.-hours). No disturbances of the 
organism, such as kidney irritation, were observed 
from the intravenous injection of the metal. Klotz 
has also tried adding to this combined treatment 
serum injections from carcinomatous patients. He 
reports good results. SAMUEL. 


Wegelins, W.: Post-Climacteric Myosarcoma of 
the Uterus (Postklimakterisches Myosarkom des 
Uterus). Finska ldak.-sdllsk. Handl., Helsingsfors, 
1913, lv, 280. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The patient, a woman 57 years old, had always 
been healthy, had been married 31 years, and had 
borne eight children, the last, 13 years ago. The 
menopause occurred at the age of 50. Some time 
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later irregular hemorrhages from the uterus began, 
and these gradually increased in number and quan- 
tity. She complained of pain in the left side of the 
lower abdomen, and for five months the bleeding 
had been continuous. The examination showed an 
enlarged uterus reaching several fingers above the 
pubis. As the microscopic examination of scrapings 
of the uterus showed the presence of malignancy, 
the uterus and adnexa were removed by laparotomy. 
Recovery was uninterrupted. On the posterior 
wall of the uterus there was a myoma the size of a 
small apple and its upper part showed sarcomatous 
degeneration. Microscopic sections showed the 
presence of two kinds of cells in the sarcomatous 
portion: (1) Small spindle-shaped or polygonal cells 
with round or oval nuclei which stained deeply, 
and (2) large cells, also with large nuclei, which 
however were stained pale. In the sections the 
gradual transition of myomatous cells into sarco- 
matous cells could be clearly seen. The author 
assumes that both cell forms have developed from 
the myomatous tissue as a result of the same stim- 
ulation, the former from the connective tissue and 
the latter from the muscular tissue. A case recently 
described by Ogorék shows similar findings and 
seems to justify the author’s opinion. 
BJORKENHEIM. 


Haultain, F. W. H.: Some Rare Uterine New 
Growths, Simple Papilloma of Corpus Uteri, 
Primary Tubercle of Cervix, Diffuse Nodular 
Fibrosis. Edinb. M. J., 1913, xi, 230. 

By Surg., Gynec. & Obst. 

This paper presents three rare conditions with 
the report of a case to illustrate each. Simple 
papilloma of the corpus uteri was present in a 
woman 59 years of age. She had noticed post- 
climacteric bleeding for about twelve years, but 
only recently had it become troublesome or excess- 
ive. Curettage showed typical simple papilloma and 
the author was confident that the curettage would 
be all that would be necessary. However, the 
bleeding persisted and it was necessary to perform 
a hysterectomy. 

Primary tuberculosis of the cervix uteri was found 
in a virgin 35 years of age. It presented itself as a 
fungus-like growth, purple in color, and covered 
with a thick yellowish discharge. Microscopic 
examination showed the presence of tubercle. 
Supravaginal removal of the cervix was performed. 
The patient made a good recovery and has been 
well since, with no signs of tuberculosis elsewhere. 
The author recommended hysterectomy instead 
of the operation which he performed, as it is a safer 
procedure for ultimate cure. 

Diffuse nodular fibrosis of the uterus was found 
by the author in 700 hysterectomies for uterine 
fibromas. The pathological condition consists in 
the formation of innumerable small fibroid nodules 
varying in size from that of a pin’s head to that of 
a hazel nut. In both cases the condition seemed to 
have developed in the beginning immediately 
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beneath the mucosa, and to have gradually but 
uniformly thickened the uterine wall. 
J. H. SKILEs. 


Ohman, K.H.: Myoma of the Uterus and Ovarian 
Hemorrhage (Uterusmyom und Ovarialblutun- 
gen). Finska lék.-sallsk. Handl., Helsingsfors., 1913, 
lv, 198. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports 8 cases of uterine myoma 
accompanied by ovarian hemorrhage. He is of 
the opinion that hemorrhages occur in the ovaries 
in the presence of uterine fibroids and that the num- 
ber of these hemorrhages has some relation to the’ 
uterine hemorrhage. According to the author the 
uterine as well as the ovarian hemorrhages are due 
to the severe congestion of the internal genitalia in 
myoma cases. BJORKENHEMM. 


Curtis and Oui: Perforating Hydatidiform Mole 
(Contribution a l’étude de la méle disséquante ou péné- 
trant). Ann. de. gynéc. et obst., 1913, X, 321. 

By Journal de Chirurgie. 

The authors have made an exhaustive study of 

the subject and report a case of their own. Every 
perforating hydatidiform mole has, as is shown by its 
very name, a certain local malignancy. It tends 
to penetrate the uterine muscle and break through 
the vessel walls, thus causing serious and sometimes 
fatal hemorrhage, either external or intraperitoneal. 
Most cases, moreover, show general malignancy, 
histologically by epithelial proliferation, and clinical- 
ly by the appearance of metastases. All the his- 
tological reports published show dissemination of 
placental elements throughout the uterine muscle, 
and a tendency for them to be scattered through the 
bloodstream. The authors’ case is the only one 
which has shown purely local and circumscribed 
lesions. It is, therefore, relatively benign, but it is 
a question whether it does not represent merely an 
early stage in development. As these moles are 
practically always malignant, radical hysterectomy 
is the only justifiable treatment in most cases. 
Manual extraction cannot be done thoroughly 
enough to guard against recurrence. Abdominal 
hysterectomy is successful if it is not delayed until 
the patient is too anemic. Curettage is very 
dangerous, as it involves serious hemorrhage and 
frequently sepsis. L. CHEVRIER. 


Hansen, T. B.: Rise of Temperature Before Men- 
struation (Uber primenstruelle Temperatursteiger- 
ungen). Beitr. z. klin. d. Tuberk., 1913, xxvii, 291. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Before puberty and after the menopause, the 
temperature curve of women is the same as that of 
men; that is, there is an almost parallel course for 
the morning or minimum temperature and the 
maximum temperature of the day. During their 
periodic life, however, there is a rise in the curve 
before menstruation and a depression afterward. 
and the minimum curve shows a greater variation 
than the maximum; so that the post-menstrual type, 
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with its lower minimum temperature, shows a 
greater daily variation, while the premenstrual, 
with an increased minimum temperature, shows a 
relatively smaller daily range. During the first 
third of pregnancy the temperature shows the pre- 
menstrual type, then falls slowly and in the last 
half of pregnancy approaches the postmenstrual 
type, but with a lesser daily range. The curves of 
pregnant women never show period variations. 

In the normal puerperium of nursing women, there 
is a slight rise of the evening and a marked rise of 
the morning temperature. A series of experiments 
shows that an increase of albumin metabolism 
probably causes the rise in temperature of the pre- 
menstrual type. The reason for the greater rise in 
the morning temperature is that in the morning a 
decided rise does no harm to the organism, while 
in the evening the heat-regulating mechanism comes 
into play. Perhaps also in periods when there are 
extraordinary demands on the organism, the resting 
periods are shortened so that the time of the actual 
minimum temperature is shifted. The importance 
of the premenstrual period and the first half of 
pregnancy in tuberculosis is due to the increased 
albumin metabolism. If a menstrual period occurs 
without any temperature variation it probably 
shows a failure of the metabolic reaction. Numerous 
reproductions of curves and an extensive bibliogra- 
phy are given. HOLDER. 


Cantoni, V.: The Changes in the Blood During 
Menstruation (Uber die Blutveriinderungen wiihr- 
end der Menstruation). Arch. f. Gyndk., 1913, xcix, 


541. 
By Zeniralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Cantoni investigated the coagulability of blood 
according to the methods of Wohlgemuth. He 
examined the test tubes not only after 24 hours, 
but also after the third, fifth, seventh, ninth, and 
twelfth hours in order to determine the possible 
changes which occur in the fibrin ferment and 
fibrinogen content of the blood during menstruation. 
The first examination was made at the height of the 
hemorrhagic period, and the second, about fifteen 
days before its beginning. Only observations 
from the same individual were compared. Seven 
experiments showed that the blood of the men- 
struating woman coagulates normally. The local 
cause that prevents blood excreted from the geni- 
tal organs from coagulating has yet to be deter- 
mined. 

A second series of investigations was made to 
discover whether there is actually a diminution in 
the alkalinity of the blood during menstruation. 
According to the compensation method of Poggen- 
dorff-Ostwald a determination was made of the 
apparent lowering of the potential between a hydro- 
gen electrode immersed in the serum and a normal 
mercury electrode prepared with a solution of 4- 
N NaCl. In two cases there was a slight increase, 
and in two, a slight diminution of the acidity. 
These differences, however, did not exceed the 
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limits of the changes in the reaction of normal 
blood. 
Investigations were carried out also to determine 
the total amount of the blood albuminoids before 
and during menstruation by means of the immersion 
refractometer of Pulfrich with the assistance of 
Reiss’ table. For this purpose blood was obtained 
from five women, fifteen and seventeen days before 
menstruation, during the highest phase of the 
hemorrhagic period, and seven days after the cessa- 
tion of menstruation. The refraction index, and 
with it the albumin content of the blood, increased 
slowly with the approach of menstruation. Their 
maximum coincided with the height of menstrua- 
tion, and they decreased again with the decrease of 
menstruation. Whether the change in the refrac- 
tion index in menstruation is caused by the loss of 
blood or by other causes still remains to be deter- 
mined. 


Dyrenfurth, F.: The Detection of Menstrual 
Blood by the Glycogen-Iodine Reaction (Zum 
Nachweis des Menstrualblutes durch die Glykogen- 
jodreaktion). Zéschr. f. Med.-Beamte, Berl., 1913, 
XXVi, 452. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The technique for the detection of menstrual 

blood is as follows: Smallest portions of the soiled 
cloth are rapidly pulled to pieces in a drop of a 
saturated solution of sodium bicarbonate to prevent 
the separation of the glycogen. A drop of Lugol’s 
solution is then added. On microscopical examina- 
tion it will be observed that the blood corpuscles 
have completely disappeared. The brown dis- 
colored epithelium of the vagina, which before 
could not be recognized at all or recognized only 
indistinctly, can now be seen easily with a low 
power. The dependability of the method has been 
tested in various ways and found to be good. Per- 
manent preparations cannot be made. BENTHIN. 


Greife, H.: Periodic Pains in Women (Uber peri- 
odische Schmerzen bei Frauen). Petersb. med. Ztschr., 
1913, XXXViii, 175. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author points out the great practical im- 
portance of the symptom of periodical pain in 
women, first described by Simpson and recently 
rescued from oblivion by Sneguireff. At the same 
time each day they have violent pains in the abdo- 
men, which always last the same length of time. 

These periodical recurrences indicate uterine carci- 

noma or other foreign inclusions in the uterine cavity, 

and are caused by a periodic discharge of the col- 

lected secretion. The author cites the case of a 

50-year-old woman who had these unendurable 

pains, first from one to five o’clock, and later from 
nine to eleven o’clock in the evening. A supravag- 
inal amputation was performed for myoma; an 
adenocarcinoma, apparent both macroscopically 
and microscopically, was found, so that afterwards 
the cervix, which had been left, had to be removed. 
RITTERSHAUS. 
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Chase, W. B.: Menorrhagia and Metrorrhagia, 
Treatment and Remarks on Recent Claims 
by Radiotherapy. NV. Y. St. J. Med., 1913, xiii, 
468. By Surg., Gynec. & Obst 

The author states that each menstruating woman 
is an individual equation in considering her perio- 
dicity and the various degrees of her resistance to the 
loss of blood. Some of the etiological factors 
having a pathological basis are uterine myoma, 
degenerative chronic endometritis, inflammations 
of septic origin and those incident to miscarriage, 
subinvolution, uterine displacements, etc. Those 
of systemic origin include purpura, malaria, nephri- 
tis, arterio-sclerosis, and exhausting acute and 
chronic diseases. Bleeding, which is of reflex 
origin, is seen at puberty, after a local shock, or 
incident to a powerful emotion. 

He divides the treatment into hygienic, medical, 
and surgical. All predisposing or exciting causes 
must be removed. The patient requires proper 
food, exercise in the open air with caution against 
fatigue, and she must live and sleep in a well-venti- 
lated apartment. She should recline in a horizon- 
tal position with the foot of the bed elevated. 

Medical treatment. Constipation should be 
regulated by diet, as far as possible, and the drugs 
used should be mild salines, phenolphthalein, and 
oil, rather than aloes and vegetable cathartics. 
Phthalate of cotarnin, opium, hydrastinin, and 
ergot are particularly useful. Organic iron is use- 
ful in some cases; the calcium salts are indicated if 
the coagulation time is diminished, also horse serum 
used by intravenous injection. Normal saline must 
be avoided during active bleeding. The high 
nervous tension should be controlled by bromides. 

Surgical treatment. This procedure must not be 
delayed too long. Myoma of the submucous vari- 
ety is most productive of hemorrhage and requires 
an early hysterectomy. Curettage is usually all- 
sufficient in degenerative changes of the endome- 
trium. Uterine displacements must be corrected 
and uterine polypi must not be overlooked. Tam- 
ponade is often found useful. The thermocautery 
frequently gives relief in cancer of the cervix. The 
author has had gratifying results with the local ap- 
lication of dilute acetic acid and acetone, followed 
by the persistent use of radium on alternate days 
from fifteen minutes to six or twelve hours. 

After thirty-five years of age, a hemorrhage in a 
woman should always suggest malignancy. In the 
last census reports it is shown that one woman in 
every fourteen died of cancer. After forty-five 
years of age, the ratio is one to nine. 

Deciduoma malignum isa very puzzling form which 
causes hemorrhage, and as soon as the diagnosis is 
made in the laboratory an immediate hysterectomy 
must be done. A radical change of treatment in 
hemorrhages due to myomata and in cases where 
the pathological causes are lacking has been instituted 
in Germany and other continental clinics by the use 
of the X-ray. This treatment is especially indicated 
where the patient refuses an operation or has in- 


sufficient strength or is unable to stop work. Eight 
weeks of réntgentherapy is sufficient. The author 
quotes Werner as regarding the action of the X-ray 
to be that of influencing the chemistry of the body 
cell, probably that of the ovary. 

RosBert T. GILLMoRE. 


Baldwin, J. F.: Dysmenorrhoea from Imperfect 
Development of the Uterus or Malforma- 
tions. Med. Rec., 1913, lxxxiv, 480. 

By Surg., Gynec. & Obst. 


The author calls attention to the fact that a 
certain percentage of cases of dysmenorrhcea are 
due to malformation or imperfect development of 
the uterus. Such patients give a history of pain, 
commencing at the beginning of menstrual life and 
continuing in spite of all treatment. On careful 
examination, with the patient under anesthesia, 
the uterus will be found to be malformed or below 
normal in size. One of the two cases reported in 
this paper had a bicornuate uterus fully developed 
on the right side, but the left cornu was greatly 
swollen and its cavity was filled with blood and was 
not draining. F. D. Hotmes. 


Stark, J. N.: Four Cases of Inversion of the 
Uterus. J. Obst. & Gynec. Brit. Emp., 1913, xxiv, 68. 
By Surg., Gynec. & Obst. 


Two of Stark’s cases were puerperal and two non- 
puerperal. Of the puerperal, one was acute and one 
chronic. The first patient, a primipara, died of 
shock soon after the inversion, which occurred with 
the delivery of the placenta by Crédé’s expression. 
The second case, that of a primipara also, was dis- 
covered four months after labor, during which time 
there had been a more or less continuous bloody 
discharge. Reposition was effected by abdominal 
section and incision in the posterior median line of 
the rigid neck of the inverted peritoneal sac. The 
author formulates the treatment of puerperal in- 
version as follows: 1. If there is little or no shock, 
reduction should be made at once, the placenta 
being first removed if still adherent. 2. If there is 
severe and serious shock energetic and immediate 
measures must be adopted to combat it, time not 
being wasted in attempts at replacement, which, if 
successful, might aggravate shock. 3. When the 
condition has improved, taxis should be employed 
gently but scientifically under anesthesia. 4. In 
cases seen after the lapse of months or years, if 
moderate taxis fails, the uterus should be reinverted 
if possible by abdominal section and incision. 

Each of the two non-puerperal cases was the result 
of a malignant growth in the fundus, Nigel’s second 
patient being an unmarried nullipara long past the 
menopause. He regards the only treatment worthy 
of consideration to be the removal of any tumor 
present and either hysterotomy or hysterectomy. 
The former treatment is advised when the patient 
is a young parous woman. The latter is found ex- 
pedient (1) ifa malignant tumoris present; (2) if there 
is either thickening and hardening of the uterine wall 
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or softening and atrophy of the musculature; (3) if 
there are dense peritoneal adhesions binding down 
the uterus or fixing bladder and rectum. The ab- 
dominal route should be chosen for hysterectomy 
rather than the vaginal. CarREY CULBERTSON. 


Westermark: The Question of Prolapse, Inter- 
position of the Uterus (Prolapsfrage, Interposition 
des Uterus). Versamml.d. Nord. chir. Vereins, Kopenb., 


1913. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author believes that his method of lateral 
colporrhaphy in conjunction with the other plastic 
methods gives the best results, the records showing 
less than 7 per cent recurrences. By means of an 
ordinary phantom he demonstrated the manner of 
action of his “‘colporrhaphy,” which stretches the 
vagina laterally. Furthermore, the priority of the 
so-called interposition operation between bladder 
and vagina belongs to him. The method which he 
employed for cure of cystocele was described under 
that name in ‘‘Hygiea.” It is not identical with 
that of Wertheim, but with that described later by 
Schauta, and it is indicated only in cystocele cases. 
In cases of total prolapse recurrences occur fre- 
quently by this method, and in such cases, therefore, 
it is necessary to perform the usual vaginal plastic 
operations in conjunction with the above mentioned 
lateral colporrhaphy. He has employed the inter- 
position operation in 40 cases of cystocele without 
any recurrences. In conclusion, the author states 
that since December, 1912, he has followed the 
suggestion of Carrel and employed vaseline-catgut 
for the buried sutures and vaseline silk for the exter- 
nal sutures. According to Carrel, this procedure 
prevents the formation of thrombosis and pul- 
monary embolism, which are the most dangerous 
and most frequent complications of prolapse opera- 
tions. GAMMELTOFT. 


Von Radwanska, W.: Congenital Total Prolapse 
of the Uterus in a New-born Infant with 
Spina Bifida (Der angeborene giinzliche Prolapsus 
uteri bei einem mit Spina bifida behafteten Neugebo- 
renen). Gyndk. Rundschau, 1913, vii, 515. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 14 known cases of pro- 
lapse of the uterus in the new-born. Twelve times 
spina bifida was also present. The spina bifida 
causes defective innervation of the pelvic floor, 
favoring development of prolapse. GRUNBAUM. 


Olow, J.: Results of the Operative Treatment of 
Genital Prolapse (Resultat der operativen Be- 
handlung des Genitalprolapses). Versamml. d. Nord. 
chir. Vereins, Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


At the gynecologic clinic in Lund, 153 cases of 
genital prolapse were operated upon between 1909 


and 1911. In 108 of these a re-examination was 
performed. In 22 cases a plastic vaginal operation 
was done. Twelve of these showed absolutely no 


signs of recurrence; 4 were subjectively well, but 


GYNECOLOGY 51 


the result was not perfect objectively. Three cases 
were in fairly good condition and 3 had recurrences. 
Of the 12 cases which were treated with ventro- 
fixation alone, 8 were re-examined, 2 had recurrence 
and 6 had no recurrence. A total of 89 cases were 
treated with ventrofixation and a plastic vaginal 
operation. Of these, 3 died and 72 were re- 
examined; 53 of these showed no signs of recurrence 
whatsoever, and 6 were subjectively well, but ob- 
jectively the result was not so good. A fair result 
was obtained in 5 cases, and in 8 a recurrence set in. 
A ventral hernia developed in 5 cases at the site of 
the scar. In all the successful cases the fixation was 
firm, but in 2 partially successful cases and in 3 of 
the recurrences the uterus did not remain in place. 
Total extirpation of the uterus was performed in 
4 cases, of which 3 could be re-examined. Two 
cases were completely successful. In one case the 
patient is well, but the objective findings are not 
perfect. Total extirpation of the uterus plus 
vaginal plastic operation was performed in 3 cases. 
One case was re-examined and showed no evidence 
of recurrence. Extirpation of the vagina was per- 
formed once and recurrence did not set in. 
GAMMELTOFT. 


Hartmann: Pessary Treatment (Pessarbehandlung). 
Versammil. d. Nord. chir. Vereins, Kopenh., 1913. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Hartmann reports the pessary treatment em- 
ployed at the gynecological clinic of the Reichs- 
hospital. Operative treatment is carried out wher- 
ever possible. The action of the ring-shaped pes- 
sary is regarded as insufficient, as it rises on edge 
and permits the cystocele to glide down ahead of 
it. At times it also dilates the hiatus. The trans- 
verse pessaries held in place by a stem are to be 
preferred, the action of the stem being to fix the 
pessary and thus prevent slipping, the soft struc- 
tures being rarely pressed upon. All forms of pro- 
lapse, from the smallest to the largest, have been 
treated in this way; but a definite amount of 
muscular sufficiency is necessary to give the pessary 
support, as it should rest on the pelvic floor. Sub- 
jective improvement can usually be obtained, but 
complete reposition is seldom possible. It is often 
possible to decrease the size of a rectocele by means 
of a transversely placed pessary, as it draws the 
posterior vaginal wall upward. Such treatment 
must be carried on cautiously, and it is necessary 
to change the pessary every two to three months. 
Douches must be given daily. Pressure symptoms 
were never observed with hard rubber rings, but 
severe colpitis frequently occurred. 


Childe, C. P.: Suggestions for the Technique and 
Performance by a New Method of Wertheim’s 
Abdominal Panhysterectomy. Brit. M.J., 1913, 
ii, 721. By Surg., Gynec. & Obst. 

After the patient has been anesthethized, she 
is placed in the lithotomy position for operation. 
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Scissors and the sharp spoon are used to remove the 
growth and the surface is cauterized with Paquelin’s 
cautery. The vagina is dried and painted with a 
2 per cent iodine in spirit. The raw surface and 
vagina are packed with dry sterile gauze, one end of 
which is left hanging outside of the vagina. It is 
removed by an assistant just before cutting the 
vagina. The area surrounding the uterus is covered 
with two large gauze packs soaked in normal saline 
previous to the division of the vagina. After 
division the edges are folded over the uterus while 
it is lifted out of the pelvis. 

Technique of the pelvic wound. 1. Try to secure 
perfect hemostasis. 2. Leave behind no foreign 
bodies, e.g., ligatures. 3. Discard the gauze for 
drainage purpose, unless it is impossible to arrest the 
venus oozing; in which event the gauze should be 
removed in 24 hours. 

Childe hastens the prolonged dealing with the para- 
metrium and vagina by using only four ligatures in 
the operation; one for each ovarian and one for 
each uterine artery. The round ligament is crushed 
and divided without ligature. 

The parametrium is clamped in sections after the 
uterine arteries have been tied and divided. Before 
the clamps are removed, the divided surfaces are 
seared with Paquelin’s cautery. The portion of 
the vagina to be divided is crushed in order to con- 
trol hemorrhage. The author has devised some 
strong forceps with short handles which possess 
sufficient crushing power for the purpose. After 
division the cautery is again used. The cauteriza- 
tion will destroy any cancer cells in the field and 
there will be no ligatures left to act as irritants or 
sources of infection. Finally the peritoneum is 
sewed over and the abdominal wound is closed. 

RosBErT T. GILLMORE. 


Brandt: The Results Obtained with the Schauta- 
Wertheim Operation (Die Resultate der Behand- 
lung durch die Schauta-Wertheimsche Operation). 
Versammil. d. Nord. chir. Vereins, Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Brandt has employed the Schauta-Wertheim 
operation for a number of years in severe and total 
cases of prolapse. It can be employed only where 
the possibility of subsequent pregnancy is excluded. 
In this latter class of cases the usual methods may be 
employed, even though they are frequently ac- 
companied by recurrences. 

Only a total of 10.2 per cent of sterilization opera- 
tions were necessary. Ninety-five patients were 
operated upon by this method, 75 of whom were re- 
examined. Of these, 75 per cent were cured and 
in 17.5 per cent of the cases a marked improvement 
had occurred. In 3.4 per cent of the cases, recur- 
rence took place, and the operative mortality was 
3.4 per cent. In the early operations the cervix, 
instead of pointing up and posteriorly, pointed 
forward and downward, due to a kinking at the 
junction of the cervix and corpus. The patients 
again complained of the feeling of prolapse, al- 


though the uterus was in place. This trouble can 
be prevented in two ways — either by amputation 
of the cervix or by separating the bladder from the 
cervix laterally. There are many vessels laterally 
and it is necessary to ligate on both sides. Brandt 
does not doubt that in the course of time it will be 
possible to improve these results still further, 
especially in regard to the operative mortality. 
GAMMELTOFT. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Vogt, E.: Contribution to Melanosarcoma of the 
Ovary (Beitrag zu den Melanosarkomen des Ovari- 
ums). Ziéschr. f. Geburtsh. u. Gynék., 1913, Ixxiii, 223. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports on two cases from the litera- 
ture, the six cases of Soubeyren and Rider, and his 
two cases of secondary melanosarcoma of the ovary 
in general sarcomatosis. The primary sarcoma was 
in the chorion in one of his cases, in the skin in the 
other case. He makes a careful report on the his- 
tology. The one case is an exception to the rule that 
primary sarcomata are diffuse and secondary sar- 
comata are easily enucleated. The ovarian sarcoma 
in question was quite diffuse. The age of the pa- 
tients ranged from 30 to 44 years and all women were 
still menstruating. The prognosis is fatal, in spite 
of treatment, within two years after the appearance 
of the primary tumor or the presence of symptoms. 
The diagnosis is substantiated by melanuria and the 
finding of the pigment in the urine according to the 
Eiselt reaction. MERTENS. 


McAllister, V. J.: A Preliminary Investigation 
Concerning Glycogen Content of the Mucous 
Membrane of the Fallopian Tube. J. Obst. & 
Gynec. Brit. Emp., 1913, XXiv, 91. 

By Surg., Gynec. & Obst. 
This paper by McAllister comprises the results of 
a preliminary inquiry into the glycogen content of 
the Fallopian tube. The chemico-histological 
changes of the uterine mucosa having been gone 
into thoroughly, and this study having revealed 
cyclic variations there, the author has undertaken 
to ascertain its content with respect to the cells of 
the tubal mucous membrane. The material ex- 

amined comprised the Fallopian tubes from 29 

gynecological and obstetrical cases of different kinds. 

The two chief aims in carrying out the investigation 

were to discover, first, whether the mucous mem- 

brane of the tube ever contained glycogen, and 
second, whether, in case glycogen were present, the 
glycogen content was subject to a cyclic variation 
in relation to menstruation. The first question 

McAllister is able to answer definitely in the affirma- 

tive, as in seven of the tubes examined glycogen 

was present in considerable amount in the cells of 
the mucosa. Pregnancy is not essential to its 
presence, however. 

The second question required further study, but 

McAllister’s results make it possible to state that 
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undoubtedly the glycogen content of the tubal 
mucosa undergoes considerable variation, being 
glycogen-free when the endometrium presents all 
the signs of secretory activity and its epithelial cells 
are loaded with glycogen; and, vice versa, when 
the endometrium is free from glycogen the 
tubal mucous membrane may contain it in consider- 
able amount. ‘Tubal decidual cells seem to contain 
it in small amount as compared to its content on the 
part of the uterine decidual cell. Inflammation 
seems to exert no influence in increasing the gly- 
cogen content. In one instance it was found in 
small amount in the cells of the corpus luteum. 
CAREY CULBERTSON. 


Patel and Olivier: Conservative Treatment of 
Tuberculosis of the Adnexa (De la thérapeutique 
conservatrice dans le traitement de la tuberculose 
annexielle). Rev. de gynéc. et chir.abdom., 1913, Xxi, 23. 

By Journal de Chirurgie. 

Patel and Olivier have studied the cases operated 
on at the surgical clinic at Lyons since 1900 for 
tuberculosis of the adnexa, selecting only those where 
the disease had been demonstrated histologically 
or bacteriologically. 

They gave the ultimate results in the cases treated 
conservatively and draw the following conclusions. 
The vaginal route ought to be abandoned entirely 
except in cases with secondary infection, where there 
is a collection of pus in the pouch of Douglas inter- 
fering with the function of the rectum. Of 16 
patients operated on through the vagina, 12 had to 
be reoperated by the abdominal route. Simple 
laparotomy is the ideal conservative treatment, but 
in cases where there are ascites and granulations 
of the tubes, it should be completed by salpingec- 
tomy. In some cases the uterus alone had been 
preserved, but Patel and Olivier believe that this 
organ without the adnexa is dangerous and useless. 
It should be left, after bilateral castration, only in 
case it is so surrounded by tuberculous infiltration 
as to render its removal impossible or very difficult. 

As to mortality and duration of life afterward, 
conservative methods give about the same figures 
as radical. The survivals extend over a period of 
nine years. The health of the patients seems to be 
good, but there are almost always some after effects, 
such as abdominal pain, tenderness on pressure, or, 
in one case, hypogastric fistula. All the patients 
except one menstruate, but the periods are often 
long, copious, and painful. There is leucorrhocea 
in all the cases; pregnancy occurred in only one. 

It is a question whether the continuance of men- 
struation is important enough to warrant conserva- 
tive treatment, with its danger of recurrence, 
especially as castration in these patients does not 
produce any particular disturbance. Patel and 
Olivier believe that it is justified in cases where the 
tuberculosis has assumed a dormant form, so to 
speak, such as tubal cold abscess and tuberculous 
hydrosalpinx. These two forms are benign, and 


when they are distinctly localized in the tube the 


preservation of the uterus and ovaries is justified. 
When the ovaries are affected, however, either alone 
or with the tube, a radical operation should be per- 
formed. LaBry. 


Nowikoff, A.: Therapeutic Significance of Castra- 
tion (Therapeutische Bedeutung der Kastration). 
Ztschr. f. Geburtsh. u. Gyndk., 1913, xxviii, 777. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In severe cases of dysmenorrhoea, in which all 
other therapeutic measures fail, the author recom- 
mends castration as the most certain method of 
cure. Whenever castration was performed for this 
purpose, the author always found a hypertrophied 
but histologically normal ovary. Frequently this 
finding is combined with malformations or with 
myomata, but many times the hypertrophy is the 
only finding, so that Nowikoff considers this a 
clinical entity. The poor results obtained by 
castration in osteomalacia are well known. In 
pulmonary tuberculosis the author prefers castra- 
tion to hysterectomy. It causes a disappearance 
of menstruation and of the monthly hyperemia, 
which may cause exacerbations of the pulmonary 
trouble. The vasomotor disturbances disappear 
in time. Phenomena due to lack of ovarian secre- 
tion were not observed. GINSBURG. 


Moriarta, D. C.: Pelvic Cellulitis. Albany M. Ann., 
1913, XXXiV, 543. By Surg., Gynec. & Obst. 


The author urges that operations in acute pelvic 
infection should be limited to those for drainage and 
for peritonitis. Usually these are performed best 
through the vagina. Vaginal incision to be of value 
must be free. The earlier the pent-up pus is re- 
leased in pelvic infection, the less damage will be 
done to the pelvic contents. 

An incision in a pyosalpinx is useless as a curative 
measure, though often useful in relieving pressure. 
In chronic cases the author believes it is conservative 
surgery to remove the diseased tubes and ovaries. 

A gonorrhoeal infection may extend through the 
structures of the tube and cause a localized peri- 
tonitis with the formation of many adhesions. 
Gonorrhceal peritonitis rarely extends and involves 
the general peritoneum. Gonococci may cause a 
salpingitis, a pyosalpinx, and a peritonitis. but never 
a pelvic cellulitis. 

Tuberculosis in the pelvis is usually primary in 
the tube, and is generally disseminated into the 
other tissues. ‘Tuberculous infection may be spread 
by the blood, the lymphatics, and contact. 

The author urges the necessity of accurate diag- 
nosis before uterine instrumentation. Curettage is 
useful in sapremia, but usually fatal in septicemia. 
If in doubt concerning the actual condition — even 
if there be heat and induration associated with pain, 
with or without a chill, a rapid pulse, and some tem- 
perature — curettement should be avoided unless 
the character of the organisms has been deter- 
mined by a bacteriological examination. 

C. H. Davis. 
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EXTERNAL GENITALIA 


Rothe, H.: Is a Bloody Dilatation Necessary in 
Vaginismus (Ist beim Vaginismus eine blutige Er- 
weiterung notwendig)? Zéschr. f. Geburtsh. u. Gyndk., 
1913, Ixxiii, 479. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author considers vaginismus as a psychical 
reflex induced by a phobia, but does not rely alone 
upon the non-bloody division of the constrictor 
cunni. Psychical influence is also necessary. After 

a manual dilatation under narcosis, the patient 

should have inserted a cotton plug containing 

cocaine salve for ten minutes, twice daily, followed 
by the introduction of a dilator kept in place for an 
hour. The author begins with dilators ranging 
from 20-24 mm. The dilators may be made of 
polished wood or hard rubber. During the intro- 
duction the abdominal pressure should be utilized 
as antagonistic to the spasm of the muscles involved. 
Morr. 


Parham, F. W.: A Case of Inaccessible Vesico- 
Vaginal Fistula Operated Upon by George 
Gray Ward’s Method. Surg., Gynec. & Obst., 1913, 
xvii, 368. By Surg., Gynec. & Obst. 


The fistula followed a total hysterectomy and 
occupied the apex of the left vaginal sulcus. Efforts 
at closure per vaginam by the ordinary method 
failed, as did a second attempt by opening the blad- 
der and closing the fistula within the bladder and 
per vaginam. 

At the third operation Ward’s method was tried. 
This consists in making an incision from just behind 
the urethra backward to the posterior wall of the 
vagina, and another at the level of the fistula across 
the vagina. The four flaps are dissected up freely 
until the bladder is sufficiently mobilized to be 
brought down by a straight sound introduced into 
the urethra. The fistula is then easily sutured. 
It is important to begin this dissection in the center, 
where the lines of cleavage are well marked. 

Nothing new is claimed in this mobilization of the 
bladder, as it has been done by many operators since 
Mackenrodt so clearly described his technique in 
1894; but the special technique as given by Ward 
for cases of fistula consequent upon total hysterec- 
tomy is so clear and simple that it will appeal to any 
surgeon confronted with such a case. 

The author also calls attention to the use of the 
fascial flap in these cases, and refers to one success- 
fully done by Schmidt, who placed a flap of the 
fascia lata over the sutured fistula and then sewed 
the mucous membrane over that. E. L. Cornet. 


Wolff, M.: 
Vaginitis 


The Treatment of Gonorrheal 
in Children with Autogenous 


Vaccines. Chicago Med. Rec., 1913, xxxv, 462. 
By Surg., Gynec. & Obst. 


The author discusses his reasons for using au- 
togenous vaccines in treating gonorrhceal vaginitis 


in children, giving his methods of preparing and 
administering the vaccine and tabulating his 
results in a series of forty cases. 

Either stock or autogenous vaccines may be used, 
but the latter type is to be preferred as it offers a 
more specific method of treatment. In the first 
place, as the particular strain is very important, 
the organism of the stock vaccine may not be the 
one needed at all; moreover, the vaccine should be 
made from the organisms recovered from the 
patient and not from those resulting from several 
transfers of these organisms on artificial media. 
The vaccine must be fresh. 

Five culture tubes are inoculated, three of human 
blood-agar or hydrocele- or ascitic-agar, and two 
of plain agar. After forty-eight hours’ incubation 
at 37° C. all of the growth from all of the tubes 
is used in making the vaccine. If the vaccine cannot 
be made at that time, the tubes are put into the 
ice-box so as to stop the growth. The vaccine is 
killed, standardized, and stored in the usual manner. 
For at least two days previous to the time that the 
cultures are taken for the vaccine, the child should 
be given no local treatment. 

The vaccine is injected hypodermically and the 
initial dose is twenty-five to fifty millions. Usually 
babies and small children are given a smaller dose 
than older patients. The reaction may be slight or 
severe, and disappears readily. In some cases there 
may be no reaction at all. Injections should be 
separated by an interval of from five to seven days. 
Smears should be made two weeks after the initial 
dose, and at intervals of a week thereafter. If at the 
end of six weeks, the case still needs treatment, a 
second vaccine should be made. 

In a series of forty cases treated as above outlined, 
no other treatment was used except ordinary external 
cleanliness, and before each patient was discharged 
as cured three negative smears were obtained, one 
week apart, after treatment had been stopped. 
Only one case returned after a period of two months 
with a recurrence, and while it has been one year 
since any of these cases were treated, this one, so far 
as known, is the only recurrence. The ages of the 
patients varied from one month to one and a half 
years. The number of injections given varied from 
four to ten, the average being seven, which means 
thirty-five days as the average time of treatment. 

A carefully prepared table is presented, showing 
in detail the treatment with mixed autogenous 
vaccines. For gonorrhceal vaginitis in children, 
the author considers this treatment too per cent 
efficient. In adults, it shortens the time of treat- 
ment ‘“‘and in many cases shows remarkable results 
when used in conjunction with the usual local 
procedures. In children, however, vaccine should be 
the only treatment given. There is no tampering 
with the child’s genitals or reproductive organs, 
which in itself is a great thing for the child; and 
moreover, the cure is quick and harmless, as there 
is nothing to contra-indicate its use.” 

C. D. Hotes. 
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Barnett, N.: Vulvovaginitis in Young Children; 
Its Control and Successful Treatment. Arch. 
Pediat., 1913, Xxx, 650. By Surg., Gynec. & Obst. 


Fifty cases are reported, only twenty-six of which 
continued systematic treatment. The duration of 
treatment varied from one week to six years, but 
the average was eight and one-half months. It was 
shown in examination of these cases by means of the 
urethral speculum that the cervix was always 
affected. Superficial ulcerations were frequently 
to be seen in this region. 

Six cases showed complications: one was com- 
plicated with arthritis of the shoulder, one with 
arthritis of the wrist, one with chronic general peri- 
tonitis, one with painful heel (periosteal exostosis), 
and two with pelvic peritonitis. 

Except in complications, Barnett had no results 
whatever from the use of vaccines. In no case was 
a culture from the urethra positive. The treat- 
ment as given by Barnett was as follows: 

“The external genitals are sponged off and the 
labia separated; the Kelly endoscope is inserted as 
far as possible, the size of the endoscope depending 
on the size of the opening in the hymen and not on 
the age of the child. An endoscope of proper size 
should cause no pain —this is of the utmost im- 
portance. After one or two sittings the little pa- 
tients will allow this procedure quite readily; the 
obdurator of the endoscope is withdrawn, the light 
inserted, and with no other manipulation than with- 
drawing the tube one-quarter to one-half inch the 
cervix presents at the distal end of the tube; any 
secretion is then removed with the applicator, and 
iodine (Lugol’s solution) is applied directly to the 
cervix and vaginal walls as the endoscope is slowly 
withdrawn. These endoscope treatments are car- 
ried out three times a week. The important fact to 
bear in mind is infection of the cervix and the treat- 
ment should be directed toward elimination of this 
focus of infection.” 

As to prophylaxis he advises that the children 
should be kept separated from other children in 
every possible way, and the teachers and social 
workers should be taught the prevalence of the 
condition. 


Fleischauer: Operated Vulvocarcinoma (Opcriertes 
Vulvacarcinom). Miinchen med. Wehnschr., 1913, |x, 


1741. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


According to the author, the poor permanent 
results obtained in cases of vulvocarcinoma are due 
to the fact that the anatomic relations of the 
lymphatics of the external genitalia are not ade- 
quately considered. It is not sufficient to remove 
only the external inguinal glands but, following the 
suggestion of Rupprecht, the deep glands lying in 
the fatty tissue of the fossa ovalis along the inner 
side of the femoral vein must also be removed on 
both sides. Furthermore, according to Stéckel, 
the hypogastric and iliacal glands should also be 
removed by laparotomy. RUNGE. 


Martin, A.: Sarcoma of the Labia Majora (Sar- 
come de la grande lévre). Rev. de gynéc. et de chir. 
abdom., 1913, XXi, 177. By Journal de Chirurgie. 


Martin observed a case of sarcoma in this unusual 
locality and looked up the similar cases in the 
literature. He found they were generally ovoid 
tumors. With the long axis following that of the 
labia, almost regular in contour, with possibly a few 
more or less prominent nodules. There is generally 
nothing in the gross appearance to enable one to 
differentiate them from other tumors. The skin 
seems healthy, or sometimes a trifle oedematous, 
but it is not adherent. Below, the tumor is adherent 
to the prepubic fascia or to the bone, or may extend 
toward the inguinal canal. In Martin’s case the 
inguinal glands were involved, so that they could 
be seen from some distance. Occasionally the 
tumor is pedunculated (Hinselmann). 

On section the tissue is firm and lardaceous, re- 
sembling carcinoma; sometimes it has the classical 
appearance of melanosarcoma. 

Histologically fuso- globo-cellular  sarco- 
mata have been described, but they are rare. Bor- 
mann describes peritheliomata originating either in 
the adventitia of the blood-vessels or in the endothe- 
lium of the perivascular lymph spaces. 

These tumors originate in the subcutaneous cellu- 
lar tissue. Often the sarcoma has been preceded 
by a nevus or a cutaneous or subcutaneous angioma 
—in other words, a malignant degeneration of a 
congenital tumor. 

Clinically, there is a first stage which may last 
for years, when there is only a small indolent nodule 
or a more or less pigmented nevus. During the 
second stage there is more or less rapid growth of 
the tumor, which becomes troublesome but not 
painful. In the third stage there is a tendency to 
spread to the inguinal glands, to the labia minora of 
the same and the opposite side, and to the clitoris 
or the muscles; to compression of the internal 
saphenous and of the femoral, resulting in cedema, 
and finally in metastases and cachexia. 

In the majority of cases absolute diagnosis can 
be made only with the microscope. The prognosis 
is grave. Treatment is surgical. If the glands are 
involved they should be removed en masse with the 
tumor. Frequently there are adhesions to the 
saphenous or femoral. Radiotherapy should be 
used in after-treatment. The results are not bril- 
liant, even when operation is performed early; and 
the patient generally dies of metastases. 

Georces LABEY. 


Schultz, T.: The Pelvic Floor and Its Relation to 
the Genesis of Genital Prolapse (Der Becken- 
boden und sein Verhiiltniss zu der Genese der 
Genitalprolapse). Versammil. d. Nord. chir. Vereins, 
Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The pelvic organs are carried by the muscular 
pelvic floor, and the author claims the explanation 
of the method of closure given by Halban and 


; 
: 
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Tandler is incorrect, and that the urogenital di- 
aphragm, the perineal body, and the prerectal 
portion of the levator ani are of no significance. 
The opening in the levator is no sagittal split which 
closes itself transversely, but a round opening or a 
transverse split which is closed longitudinally. 
The closure is effected by the puborectalis muscle, 
which acts as a sphincter urogenitorectalis, or in 
short as a sphincter pelvis. 

The author showed the action of this sphincter 
upon the vagina and rectum by means of plaster 
casts. Genital prolapse is due to an insufficiency 
of the sphincter pelvis. The cases of post-partum 
prolapse are due principally to a tearing of the 
anterior insertion points of this muscle. The pro- 
lapse in the newborn is due to a paralysis of this 
sphincter, and the prolapse of nullipare to a dilata- 
tion of this sphincter, in the same manner that an 
invagination of the colon dilates the sphincter ani 
externus and allows it to prolapse. A retroversion 
of the uterus plays no part as an etiological factor, 
and the elongation of the cervix must be explained 
according to Ziegenspeck’s theory and not according 
to Halban’s and Tandler’s theory. 


MISCELLANEOUS 


Daniel, C.: Inguinal Hernia of the Female 
Genitalia (Die Leistenhernien der weiblichen Ge- 
schlechtsorgane). Beitr. z. Geburtsh. u. Gynak., 1913, 
XVill, 312. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Inguinal hernias of the female genitalia occur at 
all ages, most frequently in the first two years. 

Their early appearance and the frequent accompani- 

ment of malformation of the genitals, indicates that 

these hernias are of congenital origin. The contents 
may be the uterus alone or with the adnexa, the 
ovary alone or with the tube, the tube alone rarely, 
or most frequently the adnexa of one side, the latter 
in 10 out of 21 cases. Congenital elongation of the 
broad ligaments and tubes is an etiological factor. 
Acquired genital hernias often result from a preg- 
nancy which has caused elongation of the uterine 
ligaments. Even in double ovarian hernias, preg- 
nancy and normal childbirth are possible. 
Diagnosis of a genital hernia is difficult. Ovarian 
hernia is the easiest to diagnose, because the round, 
smooth, symmetrical ovary can be felt; it is sensitive 
to pressure; the pedicle is in the inguinal canal and 
there are various menstrual disturbances.  Bi- 
manual examination should always be made. 
Dangerous complications are incarceration, infection 
of the ovary and tube, pregnancy, and, most fre- 
quently, torsion of the pedicle of the hernia, resulting 
in peritonitis and intestinal obstruction. If the 
adnexa becomes infected all stages from catarrhal 
salpingitis to pyosalpinx may appear. Conservative 
treatment with a truss is indicated up to the fifth 
year, since in early childhood recovery often takes 
place; after five years of age, surgical treatment. 
In uncomplicated hernias the prolapsed organs 


should be spared as far as possible. The author 
describes a case of his own presenting right salpingo- 
odphoritis in the sac of an inguinal hernia in a 
woman of 31. After a radical operation for hernia, 
and castration on one side, recovery was made. 
GRAEUPNER. 


Aschner, B.: Passionate Phenomena: Hyper- 
emia and Hemorrhagia of the Female 
Genitalia Following Subcutaneous Injection 
of Ovarian or Placental Extract (Uber brunstar- 
tige Erscheinungen: Hyperimie und Hamorrhagie 
am weiblichen Genitale nach subcutaner Injektion 
von Ovarial- oder Placentarextrakt). Arch. f. 
Gynék., 1913, XCiX, 534. 


While experimentally producing milk-secretion 
by means of the subcutaneous injection of ovarian 
and placental extracts, the author noted a hy- 
peremia of the genitalia. He could produce 
hemorrhagia, even hematometra, in the uterine 
mucosa of guinea pigs, the ovaries containing an 
unusual number of ripening follicles. He believes 
that this brings about the hyperemia in the genita- 
lia. Placental extracts work even more strongly, 
and he suggests that they be used in amenorrhea, 
sterility, and climacteric disturbances. Harr. 


Albers-Schénberg: The Treatment with the So- 
Called Deeply Penetrating X-Rays in Gyne- 
cology (Referat iiber die gynakologische Tiefen- 
therapie). Fortschr. a. d. Geb. d. Réntgenstr., 1913, 


XX, 93. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author says the gynecologist should make the 
diagnosis, set the indication for treatment, and ob- 
serve the clinical course of the disease when X-ray 
treatment is employed, and the réntgenologist should 
determine the technique and dosage to be employed. 
Animal experiments have proved that macroscop- 
ically there is a decrease in the size of the ovary. 
Histologically, a disappearance of the graafian 
follicles and a quantitative decrease in the germinal 
epithelium with degeneration could be demonstrated. 
These same changes could be observed also in the 
human ovary. All myomata are indications for 
X-ray treatment in patients of 40 years or over, the 
younger women requiring larger doses. Its use is 
contra-indicated in polypoid or gangrenous tumors 
showing active hyperplasia of the epithelium with 
polyp formations, cystic tumors with sarcomatous 
and carcinomatous degeneration, or those in which 
such degeneration is suspected. Of much im- 
portance is the disappearance of haemorrhage and 
the decrease in the size of the tumors that result. 
Enlargements of the tumor, however, may occur 
under treatment in spite of the fact that the hemor- 
rhage has ceased. Menorrhagias and metrorrha- 
gias are likewise influenced favorably. Side re- 
actions occurred similar to those reported by other 
authors. The author’s conception of the action of 


the rays is similar to that of other men previously 
About 75 per cent of the author’s cases 
IMMELMANN. 


reported. 
were cured. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Andrews, H. R.: Acute Abdominal Pain 
Pregnancy. Clin. J., 1913, xlii, 353. 
By Surg., Gynec. & Obst. 


in 


The following conditions are considered by the 
author as the causes of abdominal pain in preg- 
nancy: pyelonephritis, adhesions, extra-uterine 
pregnancy, simultaneous intra- and extra-uterine 
pregnancies, acute hydramnios, hydatidiform mole, 
uterine fibroid, twisting of the pedicle of an ovarian 
tumor, intestinal distention, pneumonia, and pleu- 
risy. Each condition is illustrated by a case-report. 
Because a woman is pregnant and has acute ab- 
dominal pain, the pregnant uterus itself should not 
be held responsible for the suffering. Many com- 
plications of pregnancy causing acute abdominal 
pain are missed and the patient is condemned to 
much unnecessary distress, as the pain is attributed 
to “‘painful uterine contractions” and treated only 
with sedatives. 

Pyelitis of pregnancy is rather common, the 
symptoms usually beginning during the second half 
of pregnancy. The diagnosis is made from the 
signs and symptoms and the disease must be differ- 
entiated from appendicitis, enteric-fever, other 
gastro-intestinal disturbances, and influenza, as 
well as from renal calculi. Pyelonephritis in preg- 
nancy is caused most frequently by an ascending in- 
fection facilitated by a dilatation of the ureters due 
to pressure of the pregnant uterus at the pelvic 
brim. The right ureter is pressed upon more often 
than the left, as it lies farther from the middle line 
and so gets less protection from the projecting 
promontory of the sacrum. Infection may be also 
of hematogenous origin or transmitted by con- 
tinuity from the bowels. Vaccines have given good 
results in conservative treatment. Interruption of 
pregnancy should be avoided unless both kidneys are 
affected and the patient’s condition goes from bad to 
worse. An increased risk of puerperal infection is 
denied. 

Acute abdominal pain due to adhesions is present 
in cases where ventrofixation has been performed. 
The author makes it a point to suture the uterus as 
low down as possible, usually at the vesico-uterine 
plica. He does not recommend the suturing of the 
posterior part of the fundus to the abdominal wall 
in a patient who may become pregnant again. Of 
189 cases of pregnancy and labor after ventrofixa- 
tion, there were three cases of uterine rupture and 
sixteen in which cesarean section was performed. 
Another complication is the possibility of intestinal 
strangulation, which should be prevented by occlu- 
sion of the vesico-uterine pouch by the sutures. 
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In extra-uterine pregnancy, the pain is due to 
bleeding either into the peritoneal cavity or into an 
encysted collection of blood. The occurrence of 
slight external bleeding accompanied by pain in 
early pregnancy must always arouse suspicion that 
the ovum is occupying an abnormal site. Mis- 
takes in diagnosis in severe internal hemorrhage 
due to tubal pregnancy are perforation of the ap- 
pendix, perforation of a gastric or duodenal ulcer, or 
twisting of the pedicle of an ovarian tumor. 

If hydramnios occurs in the fore or middle part 
of pregnancy, and not in the last two or three months, 
it may cause acute symptoms such as severe pain 
and uncontrollable vomiting. It is usually found to 
accompany a twin pregnancy. Andrews tells of 
collecting 20 pints of liquor amnii in one case. 

A hydatidiform mole that is large and growing 
rapidly may cause severe pain and often albumin- 
uria. If intra-uterine pregnancy is accompanied 
by bleeding, pain, and much vomiting or albu- 
minuria during the first half of pregnancy, a hyda- 
tiform mole should always be thought of. Albumin- 
uria of pregnancy is so rare before the sixth month 
that it should arouse suspicion that the pregnancy 
is abnormal. The size of the uterus is usually fur- 
ther advanced than would be accounted for by the 
period of amenorrhoea and no evidence of the pres- 
ence of the foetus can be obtained. 

Acute abdominal pain due to fibroids may be 
caused during pregnancy, either by degeneration or 
incarceration of the tumor. If the latter becomes 
painful, degeneration should be suspected. One is 
loath to operate on fibroids during pregnancy be- 
cause the increased vascularity may make myo- 
mectomy impossible and render hysterectomy 
necessary, and also because myomectomy may be 
followed by miscarriage or premature labor. Rest 
and sedatives often enable a patient with tender, 
painful fibroids to go on to full time. If an opera- 
tion is rendered necessary by acute pain during 
pregnancy, myomectomy rather than hysterectomy 
should be performed whenever possible 

Torsion of the pedicle of an ovarian tumor occurs 
fairly frequently during pregnancy. The onset of 
the pain is usually sudden and accompanied by 
fainting and vomiting. The abdominal wall is 
tender and tense; intestinal distention occurs soon 
after twisting. Operative interference is indicated. 

Intestinal distention during the latter months of 
pregnancy is alarming on account of the added dis- 
tention of an already filled abdominal cavity. 
Usually it is due to constipation, and is relieved by 
enemata and catharsis. Appendicitis, pyelonephri- 
tis, twisting of an ovarian tumor, and diaphragmatic 
pleurisy must be excluded. 
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Pneumonia and pleurisy are rare in pregnant 
women, probably because of an added immunity. 
The distress caused by impeded movements of the 
diaphragm may be very severe. Premature labor 
frequently comes on spontaneously. 

HENRY SCHMITZ. 


Falk, E.: The Treatment of Extra-Uterine Preg- 
nancy (Zur Therapie der Extrauteringraviditat). 
Arch. f. Gynék., 1913, xcix, 638. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb, 


The author treated surgically eighty-four cases of 
extra-uterine pregnancy, three of them by incision 
of an infected hematocele, ten by removal of the 
tubal sac by an anterior colpocceliotomy, and 
seventy-one by a laparotomy. ‘Thirty-five were 
emergency operations. Three patients died, making 
the mortality 3.6 per cent. In spite of these favor- 
able results, Falk is of the opinion that a diffuse 
hematocele of moderate size resulting from a tubal 
abortion in the fifth, sixth or seventh week, and 
without continuous hemorrhage, severe disturb- 
ances, an isolated tubal tumor, and any demon- 
strable growth, does not necessitate an operation. 
A number of such cases he treated expectantly, 
keeping the patient under observation continually, 
and did not have a single death. Moreover, the 
patients did not experience any lasting injury to 
their health. In almost every case the hematocele 
was absorbed within a few months, and in some 
cases pregnancy occurred again. 

Falk admits that it is difficult to differentiate 
between a diffuse hemorrhage encapsulated in the 
cul-de-sac and an advanced ectopic pregnancy with 
a blood mass. Of the three deaths, one was a case 
which was treated expectantly at first but which 
later necessitated an emergency operation. Surgical 
treatment is indicated only under the following 
conditions: (1) If an intact extra-uterine pregnancy 
is recognized; (2) if the patient’s life is endangered 
on account of hemorrhage; and (3) if an isolated 
tubal tumor can be demonstrated next to the 
hematocele. 

The author urges great rapidity in operating. 
He, himself, prefers the abdominal route, avoids 
the elevated pelvis position, and attempts a careful 
toilet of the abdominal cavity, as the irritation of the 
peritoneum caused by the presence of the blood 
produces an elevation of the temperature. One 
third of his cases had temperatures before the opera- 
tion. In one case of rupture of a tumor containing 
fluid blood, he noted also toxic acute atrophy of the 
liver. KREBS. 


Hartmann, I. P.: Tubal Pregnancy (Beitrige zur 
Klinik der tubaren Schwangerschaft). Nord. med. 
Ark., 1913, Kir. Sez., xlvi, 1. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A clinical report of 93 cases of tubal pregnancy 
treated from 1898 to 1910, showed nothing particu- 
larly new. Laparotomy was performed in 66 cases; 
in 16 the operation was by the vaginal route. Since 


1905 the abdominal route has been used exclusively. 
In 40 per cent of the cases where operation was per- 
formed on one side only, pregnancy occurred after- 
wards. The other adnexe Should be left in place if 
their consideration justifies it at all. BreNENFELD. 


Ward, C.: Case of Prolonged Gestation, Double 
Uterus, Tubal Abdominal Pregnancy. Trans- 


vaal M. J., 1913, viii, 289. 
By Surg., Gynec. & Obst. 


The author reports a case of tubal abdominal 
pregnancy from which a perfectly formed dead 
foetus, weighing about 8 lbs., was removed. The 
diagnosis was made after dilating the cervix. Ex- 
ploration of the uterus showed that it was double 
and that the right half, which corresponded to the 
tubal pregnancy, contained decidua, while the left 
half was smooth. The duration of pregnancy in 
this case was estimated to be 308 days. 

On opening the abdomen the head presented, and 
the child appeared to be free in the abdominal 
cavity with no sac or collection of fluid. The 
placenta was attached to everything it could reach 
and was detached with difficulty. It was necessary 
to stitch the intestine for two inches. The uterus 
was double and about the size of a uterus a week or 
two after delivery. The left appendage was nor- 
mal. The right tube was enlarged to about the size 
of a thumb in thickness, and about in the center of 
the ampulla, rather to the uterine side and behind, 
was a thick swollen-edged aperture which he thinks 
was the original rupture. C. H. Davis. 


Smith, R. R.: Intra-Uterine Fracture. 
Gynec. & Obst., 1913, xvii, 355. 
By Surg., Gynec. & Obst. 

Smith reports a case of true intra-uterine fracture, 
giving X-ray plates and photographs. The mother 
fell through a porch two months before delivery. 
The child was born with a united fracture of the 
tibia and fibula. This was corrected about three 
weeks afterwards by open operation. 

Intra-uterine fractures are divided 
groups as follows: 

(1) Intrapartum fractures, 
during artificial delivery. 

(2) Fractures depending upon disease of the 
foetus, the fracture being incidental; chondrodys- 
trophia, osteogenesis imperfecta, and syphilis. 

(3) Certain deformities, usually of the leg, 
formerly commonly classed as intra-uterine frac- 
tures, but now proven otherwise. The author dis- 
cusses the various theories as to their origin, and 
concurs in the view of Mall that they are due to 
faulty implantation of the ovum. 

(4) True intra-uterine fractures, occurring in 
healthy individuals and resulting from violence. 

From the literature Smith has collected forty-two 
cases of the last named group. Some of these he 
believes are doubtful. The fractures may occur 
without abortion or serious injury to the mother. 
More than one fracture sometimes occurrs in one 


Surg., 


into four 


occurring usually 
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foetus. In all, there were twelve fractures of the 
clavicle, eleven of the skull, eleven of the leg, four of 
the forearm, four of the humerus, three of the 
femur, and one of the scapula. It is well to know 
that such true uterine fractures, though rare, may 
occur, in order that we may be able to distinguish 
them from the other fractures or deformities seen 
at birth. 


Paddock, C. E.: 
Appendicitis. 


Pregnancy Complicated by 
Am. J. Obst., N. Y., 1913, lxviii, 429. 
By Surg., Gynec. & Obst. 


In appendicitis during pregnancy the uterus helps 
wall off the infected zone and in case of an abscess 
forms a part of the abscess wall. The fever and the 
irritation produced by the inflammatory reaction 
set up uterine contractions so that a large percentage 
of acute cases abort. The consequent contraction 
and retraction of the uterus tears adhesions or may 
actually remove one of the walls of an abscess and 
cause a generalization of the peritonitis. In this 
way appendicitis is more serious in the gravid than 
in the non-gravid state. The necessity for an early 
diagnosis is consequently urgent. Though occa- 
sional cases may recover without operation, the 
termination of a given case is even more dubious 
than in the non-pregnant state. Every case is to be 
operated upon regardless of the period of gestation. 
Cases occurring during the puerperium pursue the 
course of appendicitis ordinarily. The altered 
position of the appendix in pregnancy may cause 
some difficulty in the diagnosis. The most frequent 
condition mistaken for appendicitis during preg- 
nancy is right-sided pyelitis. This affection may 
so nearly simulate appendicitis and is so frequent, 
that Paddock especially emphasizes the necessity 
of considering this possibility in every suspicious 
case of appendicitis, more especially during preg- 
nancy. N. Sproat HEANEY. 


Heinsius, F.: Cystic Kidneys and Pregnancy 
(Cystennieren und Graviditit). Zéschr. f. Geburish. 
u. Gyndk., 1913, |xxiii, 420. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A short review is given of the meager literature 
concerning this subject and a case, observed by the 
author, is described in detail. The patient, a primi- 
para, thirty-nine years of age, was confined four years 
ago. Since labor she suffered pains in both sides and a 
ptosis of both kidneys. At the seventh month of 
pregnancy she complained of severe pains in the 
right side, and had hematuria, grave toxemic 
symptoms, such as headache, vomiting, disturbed 
vision, and albuminuria, and signs of cardiac failure. 
She improved temporarily following a premature 
labor induced by a vaginal cesarean section. On 
the tenth day post-partum she developed a pyelitis. 
On the thirteenth day, a right nephrectomy was 
performed but the patient died eighteen hours later. 
A post-mortem examination revealed bilateral cystic 
kidneys. The right kidney was the size of a child’s 
head and had an abscess. The liver was permeated 


with innumerable cysts of a bluish color and varying 
from the size of a pinhead to that of a pea. 

The diagnostic points are the presence of irregu- 
larly shaped renal tumors in both sides, pains in the 
regions of the kidneys, transient hematuria with 
signs of chronic nephritis, a similar disease of the 
liver, and malformations of the genitalia. The 
treatment must be as conservative as possible. Con- 
ception should be avoided as the condition grows 
worse during pregnancy. The latter should be 
interrupted. Nephrectomy should be performed 
only as a last resort, as one third of the cases die 
following this operation. If possible, the treatment 
should consist of nephrotomy and drainage, though 
two patients thus treated died immediately, and one 
six months afterwards from uremia. VASSMER. 


Chenhall, W. T.: 
ing Pregnancy. 
122. 


Uterine Myomata Complicat- 
Australas. M. Gaz., 1913, xxxiv, 
By Surg., Gynec. & Obst. 
The writer dwells on the diagnosis of pregnancy 
in a myomatous uterus and reports two such cases 
with successful myomectomies during gestation and 
subsequent full-term deliveries with normal labors. 
The difficulties of diagnosing pregnancy are greatly 
increased by the added enlargement and distortion 
of the organ produced by one or more tumors. It 
is of considerable importance that early diagnosis 
should be made. A primipara, 24 years old, was 
in the third month of pregnancy when she became 
alarmed by a swelling which was appearing in the 
right side of the abdomen and beginning to cause 
pain. A pregnant uterus was easily defined with 
a tumor projecting from its wall. The tumor, 
larger than the uterus, was round, smooth, soft, 
easily movable, and slightly tender on palpation. 
An immediate operation was advised because of the 
rapid growth and increasing softness. The tumor 
was enucleated. The muscular layer of the uterine 
wall was brought together by a Halsted suture of 
catgut, the peritoneum being carefully united and 
then reinforced by a continuous Lembert suture. 
Recovery was quite uninterrupted and abortion 
prevented by a free use of morphine during the 
first five days. Spontaneous delivery at term oc- 
curred after twelve hours of labor. The other 
patient was a bi-para, 26 years old. At about the 
fourth month of gestation, she noticed a peculiar 
swelling with bladder distress, amounting to in- 
creased frequency of and some pain during micturi- 
tion. The swelling was diagnosed as a subserous 
myoma in close connection with the cervix. It was 
firm, hard, and tender. As the patient contemplated 
early return to her home in the country, where 
facilities for proper treatment were limited, in case 
of complications, immediate removal of the myoma 
was advised. This was successfully done, its bed 
being closed as in the other case. Recovery was 
uneventful, with morphine given during the first 
five days post operationem. The patient went 
home four weeks later and was delivered at full 
term without attendance by a doctor. Scumrrz. 
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Trethowan, W.: Uterine Fibroids and Preg- 
nancy. Australas. M. Gaz., 1913, xxxiv, I19. 
By Surg., Gynec. & Obst. 
The author discusses the indications for treat- 
ment and gives several case reports. The condition 
is not very common and usually causes very little 
harm. Occasionally, however, the woman’s life 
is in extreme peril. Each case must be considered 
on its merits and treated accordingly. Women 
with fibroids may become pregnant, and pregnancy, 
delivery, and the puerperium will be normal. If 
pregnancy occurs with fairly large submucous or 
intramural fibroids involving most of the fundus, 
operation should be urged, as abortion is practically 
certain. The points in favor of operation in nearly 
all cases are as follows: (1) Most of the tumors 
require operation sooner or later. (2) The danger 
is increased by pregnancy. (3) The mortality from 
operation is low and should not exceed 5 per cent. 
The reasons against operationare: (1) The danger of 
pregnancy in these cases is not very great. (2) Ina 
large majority of these cases gestation is followed by 
normal delivery and puerperium. (3) It is harsh 
treatment to condemn a woman to sterility before 
she has had a chance to bear a child to term. 
HENRY SCHMITZ. 


Lynch, F. W.: Fibroid Tumors Complicating 
Pregnancy and Labor. Am. J. Obst., N. Y., 1913, 
Ixviii, 429. By Surg., Gynec. & Obst. 

Lynch has, in this careful article, given a complete 

history of the subject and has considered in a com- 
prehensive way the various effects of pregnancy on 
the tumor and the tumor on the pregnancy. He has 
analyzed a large number of the reports of operations 
for this condition in a critical way, and concludes 
that if indications were present for operation the 
majority of the case reports failed to show it. The 
mere presence of a tumor of the pregnant uterus is 
not an indication for operation. The symptoms 
must be of sufficient present gravity to justify an 
operation which has, as its greatest probability, the 
sacrifice of not only the existent pregnancy but all 
future pregnancies also. The greatest percentage 
of cases run approximately a normal course during 
pregnancy and labor. Obstruction of the pelvis, 
even in cases of large fibroids, is rarely noted. 
When, however, obstruction is present casarean 
section is indicated before there has been much 
manipulation, and the uterus treated according to 
the extent of the disease, hysterectomy usually being 
necessary. Early interference is advisable in cases 
presenting multiple growths and infectious processes 
during the puerperium. As a rule, hysterectomy 
is indicated as soon as the growth is known to be 
infected. N. Sproat HEANEY. 


Norris, C. R.: 
Pregnancy and Labor. 
Ixviii, 429. 


Ovarian Neoplasms Complicating 
Am. J.Obst., N. Y., 1913, 
By Surg., Gynec. & Obst. 


Serious complications, either during pregnancy, 
labor, or the puerperium, may be expected in 25 to 


30 per cent of all cases, and from 16 to 20 per cent 
of the pregnancies will terminate prematurely. 
Comparing operation to expectant treatment, 
Norris finds that expectant treatment of an ovarian 
tumor, discovered during pregnancy, carries a 
danger to the mother three times as great as that 
of early operation. If operative interference occurs 
prior to the fifth month of pregnancy, the chances 
of saving the foetus are three times as great as those 
of expectant treatment. An ovarian tumor, whether 
abdominal or pelvic in situation, recognized prior 
to the first half of pregnancy, should always be re- 
moved without delay, except when cardiac, kidney, 
or other grave systemic condition contraindicates 
a general anesthetic. In such cases as promise 
obstetrical complications, the use of local or nitrous 
oxide and oxygen or spinal anesthesia is justified. 
The abdominal route is always to be preferred since 
the vaginal route shows a larger number of abortions. 

The frequency of accidents to tumors situated in 
the abdominal cavity, and the relative ease with 
which they may be removed without disturbing 
the uterus and without inducing premature labor, 
justify their immediate removal at any period of 
pregnancy. In the interest of the child, pelvic 
bound tumors, first discovered after the middle of 
pregnancy, should be under continuous observation, 
and so long as there are no symptoms of danger, 
their removal may be delayed until just before term, 
with the expectation of securing a living child at 
that time. 

An abdominal tumor, if not a mechanical ob- 
stacle, may be guarded against its greatest danger 
during labor, namely, rupture, by early and skilful 
obstetric interference. The patient having been 
delivered safely, the tumor should be removed 
during the puerperium upon the slightest evidence 
of torsion or inflammatory reaction. Tumors ob- 
structing the birth canal call for early and definite 
surgical treatment. Attempts at reposition should 
only be made by an experienced man and then 
only when prepared to perform an immediate ab- 
dominal operation. The best treatment for an 
ovarian tumor obstructing the birth canal is abdom- 
inal ovariotomy. In clean cases, the removal of 
the tumor is advised, preceded by a classic cesarean 
section. If in doubt as to the patient’s chances 
from infection of the uterus, that organ is then to be 
removed supravaginally and the stump anchored 
extraperitoneally in the incision. 

N. Sproat HEANEY. 


Seliheim, H.: Artificial Interruption of Preg- 
nancy and Sterilization in One Session by the 
Abdominal Route (Schwangerschafts Unterbrech- 
ung und Sterilization in einer Sitzung auf abdomin- 
alem Wege). Monatschr. f. Geburtsh. u. Gynék., 1913, 
XXXViii, 166. 

By Zentralbl. f. d. ges. Gynik. u. G eburtsh. s. d. Grenzgeb. 


When the artificial interruption of pregnancy and 
sterilization is necessary, it may be accomplished 
either in one or two sessions. It is more desirable, 
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however, that it be done in one operation, as in this 
way, the necessity for two anesthetics is avoided. 
The author’s method of choice is laparotomy, which 
consists in opening the abdomen and uterus, remov- 
ing the products of conception, cleansing the uterine 
wall, and resecting the tubes. The uterine and 
abdominal wounds are then closed. The advan- 
tage of this method lies in the short duration of the 
operation, the prompt evacuation of the uterus, and 
in the certain prevention of conception in the future. 
WEBER. 


Essen-Mdller, E.: The Treatment of Hemorrhage 
from the Placental Site, Placenta Previa, 
and Accidental Hzmorrhage, in the Later 
Months of Pregnancy. /7r. Internat. Cong. Med., 
Lond., 1913, Aug. By Surg., Gynec. & Obst. 

The discussion is limited more particularly to 
accidental hemorrhage. A table giving a detailed 
summary of 29 cases is appended. The conclu- 
sions drawn are as follows: 

1. There are two genetically different forms of 
accidental hemorrhage. One is caused by a trauma 
and the other by an intoxication of the same kind 
as that which causes albuminuria, eclampsia, and 
eclampsism. 

2. The inflammatory and degenerative altera- 
tions which are sometimes observed in the placenta, 
the decidua, and the uterine wall, are not character- 
istic of accidental hemorrhage and may occur under 
other circumstances as well. 

3. The extensive bleedings in the uterus (apo- 
plexie utéro-placentaire) observed by Couvelaire and 
other authors are probably characteristic of the 
“eclamptic” form of accidental hemorrhage. 

4. It is possible by rational treatment to reduce 
mortality of mothers considerably. 

5. The common “obstetrical”? treatment should 
be employed in the beginning cases of accidental 
hemorrhage. 

6. The plugging of the vagina may be of value in 
some cases, but the author has no confidence in it. 

7. The value of rupturing the membranes can be 
estimated only after trying it in special cases. In 
many instances it is sufficient, and for the other 
cases it does not prevent later operations. 

8. Exceptionally, in severe cases, with closed 
cervix, the cesarean section is the safest and quickest 
method of removing danger. 

g. It is not necessary to remove the uterus, except 
in cases where it does not contract and the bleeding 
still continues after the removal of the ovum. 

CAREY CULBERTSON. 


Stroganoff, W.: Remarks Relative to Freund’s 
Article ‘‘On Eclampsia and Its Treatment on 
the Basis of 551 Cases’’ (Einige Bemerkungen iiber 
den Artikel von Prof. Freund, ‘ Uber Eklampsie und 
ihre Behandlung auf Grund von 551 Fillen”’). Arch. 
f. Gynék., 1913, xcix, 448. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Stroganoff details his views as to the treatment 
of eclampsia and criticises the views and statistics 


given by Freund in favor of the active therapy. The 
most important points are these: 

1. Infant mortality. Freund entirely disregards 
24 perforations without mentioning whether they 
were performed on living or dead children. He 
includes all the cases of puerperal eclampsia, and 
finally he speaks only of stillborn children, excluding 
all those who died during the first days or week of the 
puerperium as a result of the operative interference. 
In reality, therefore, his infant mortality averages 
21.4 per cent and not 11.5 per cent, as stated by 
Freund, as compared to Stroganofi’s own mortality 
of 12.2 per cent with conservative treatment. 2. 
Zweifel reports 35 cases, and not 25, as stated by 
Freund, of combined treatment with venesection 
and Stroganoff’s method also. He does not state 
whether in all cases of primary venesection Stroga- 
noff’s treatment was employed also. 3. The author 
decidedly denies that the prophylactic treatment is 
inconvenient, basing his declaration upon his own 
experience, which included nearly 100 cases. The 
operative mortality at the Charité is high (121:21= 
17 per cent, of which 4.13 per cent can be posi- 
tively attributed to the operation itself). 5. Freund 
considers the narcotic therapy unreliable, yet 
employs pantopon himself during transportation of 
the patient. 6. Bumm’s results with the prophy- 
lactic method are not conclusive, as only 16 cases 
were treated. 7. The author does not consider it 
correct to speak of a “narcotic therapy,” as the de- 
crease in total symptoms and increase of the urine 
and the disappearance of the coma surely are not 
narcosis. 8. When an irritability is spoken of as the 
cause of eclampsia, then a therapy which does away 
with this irritability ought to be the rational one. 
Freund speaks of the increased irritability, yet 
considers the Stroganoff method as the most irra- 
tional. o. The demand of Freund to deliver the 
woman, at the latest, one hour after the first con- 
vulsion is nearly impossible, as quite frequently the 
first attack is seen only by the midwife. Therefore 
cases in which the convulsions are due to other 
causes may be forcibly delivered, as cases of 
eclampsia aid and further may deliver a patient, who 
perhaps, as is often the case, has had only a single 
convulsion; in the hurry of delivery asepsis may 
suffer. 

The author gives statistics showing that the 
maternal and infant mortality with the prophylactic 
treatment is just one-half of that where operative 
treatment is employed. 

In conclusion, the author states that Freund 
bases his statement upon assumptions and neglects 
the facts, and he cites also the results of other 
authors, as Roth-Leopold, Kapferer-Krénig, Zoep- 
ritz and Zweifel. SIEFART. 


Good, F. L.: Caesarean Section; Its Indication; 
Report of Twenty Cases. Boston M.&S.J., 1913, 
clxix, 345. By Surg., Gynec. & Obst. 

Cesarean section was performed by the following 
relative indications: 


- 

il 
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Intramural fibroid of uterus in a primipara.... 
Primiparous placenta previa 

Primiparous antepartum hemorrhage 
Threatened eclampsia in a primipara 
Primiparous prolapsed cord 

Primiparous transverse presentation.......... 
Primiparous breech presentation 

Arm presenting in front of head in primipara. . 
Primiparous O. D. P 

Twin pregnancy 

Old primipara 

Labor complicated by previous ventral suspen- 


The six remaining cases comprised V-para, each 
of whom had been delivered of a stillborn baby 
following either a hard forceps or version delivery, 
two of whom had a conjugate diameter of 234 
inches, and three, a conjugate of 3 to 3% inches. 
One has had a second cesarean section. 

The author gives a brief history of each case ex- 
plaining his relative indication. He believes that 
the cesarean cicatrix is no more susceptible to rup- 
ture than normal uterine muscle. C. H. Davis. 


Heinricius, G.: Czesarean Section in a 47-Year- 
Old Primipara (Kaiserschnitt an einer 47-jaihrigen 
Erstgebirenden). Finska Léak.-sallsk. Handl., Hel- 
singsfors., 1913, Ix, 762. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In the case cited by the author, the last menstrua- 
tion occurred about five weeks after marriage, the 
first foetal movement being noticed five months 

later. The woman was 47 years old, the husband 70 

years old. Labor pains began at the normal time; 

the discharge of the amniotic fluid, one and a half 
hours earlier. The true conjugate was 8.5cm. The 
patient wanted a living child, but as the pelvis was 
narrow, and the mouth of the uterus after a day and 

a half of severe pains would open only enough to 

admit one finger, the vaginal wall was rigid, and the 

cervical walls hard and unyielding, and as the patient 
showed no symptoms of infection, cesarean section 
was performed two days after the beginning of pains. 

The method preferred in the hospital, that of incising 

the lower uterine segment, was carried out. The 

child weighed 3100 gms. Recovery was uneventful. 

This is the twenty-sixth case of cesarean section 

with incision in the lower segment of the uterus 

performed in the hospital. B)ORKENHEIM. 


Patek, R.: Strength of Peritoneum and Uterine 
Sutures After Czesarean Section; Reported 
by the Patient Herself (Ein Beitrag zur Wider- 
standskraft des Peritoneums und der Uterusnaht nach 
Sectio casarea; von Pitientin selbst ausgefiihrt). 
Zentralbl. f. Gynik., 1913, Xxxvii, 1105. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In 1909, a patient was admitted to the hospital 
in Vienna in an unconscious state, with an incised 
wound 15 cm. long in the midline of the abdomen, 
from which coils of the intestine protruded. The 


intestines were not injured, but there was serous 
fluid in the abdominal cavity, and the uterus, as 
large as a child’s head, was opened throughout its 
entire length. The uterine walls were sutured with 
silk, and a drain inserted; drain removed the third 
day. An abscess of the abdominal wall developed. 
also infiltration of the parametrium on the right. 
The fever lasted 6 weeks and the patient was dis- 
missed eight weeks after the operation. On the 
day when the birth was expected the patient, who 
had had no pains, cut herself with one powerful 
stroke of a razor, severing the abdominal wall and 
the uterus. She said she felt no pain. She answered 
a question and fell unconscious. The child was 
drowned in the vessel on which she sat. In 1912, she 
became pregnant again. In the lower third of the 
scar a hernia developed and gradually became larger. 
The birth occurred at normal time. Soon after 
labor commenced, the pains became feeble and 
extract of hypophysis and secacornin were adminis- 
tered. The birth was spontaneous, followed in 15 
minutes by the spontaneous delivery of the placenta. 
No hemorrhage occurred and no unusual pain. 
HOFSTATTER. 


Scipiades, E.: Hebosteotomy and Preperitoneal 
Ceesarean Section (Hebosteotomie und priperito- 
nealer Kaiserschnitt). Abhandl. a. d. Geb. d. Geburtsh. 
u. Gynék., 1913, ii, 576. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author compares the results obtained with 
the preperitoneal caesarean section to those of 
hebosteotomy on his own material. Hebosteotomy. 
The maternal mortality of the operation is not 
greater, but the injuries resulting, the morbidity, 
the duration of the puerperium, and the permanent 
injuries are greater. Injuries to the bladder are best 
avoided by the Déderlein method; those result- 
ing from the sudden giving of the pelvis, by the 
Walcher position and by reinforcing the trochanters. 
In severe grades of contracted pelvis, in marked 
disproportion of the head and inlet, and in rigid 
external genitalia, hebosteotomy is to be avoided. 
In the presence of marked varicosities hemorrhage 
is to be expected, and it is advisable to operate on the 
other side. In14casesa hematoma formed six times. 

All patients operated upon 12 hours after rupture 
of the membranes, or in the presence of temperature 
up to 37.5°C. had fever during the puerperium. Of 
the children, 86 per cent survived, the causes of 
foetal death being trauma to the head by the bony 
edges of the pelvis, asphyxia, and intrauterine 
death. The late results in 11 cases were: One 
woman, after suffering and limping severely, died six 
years later from renal disease, the bladder fistula 
having closed after two years; one died two years after 
from septicemia, 9 women are healthy. Five women 
became pregnant eight times subsequently. Theends 
of the bones have become mobilized in all but one 
instance. 

The conditions necessary for hebosteotomy are: 
In multipare, absence of infection, intactness of the 


lower segment, absence of varicosities, good soft 
parts, and if possible no attempts at high forceps 
extraction. The sacro-iliac joint should be pro- 
tected, no drainage employed and a fixing bandage 
should be applied. In regard to the operations 
performed in the interest of the mother, preperito- 
neal cesarean section showed only a greater morbid- 
ity. The relation between the foetal head and the 
size of the pelvis must be determined from the 
nature of the uterine contractions, as version could 
be performed twice by the author as against one 
operation in the presence of intact membranes with 
a conjugata vera under 8cm. Once there were signs 
of thinning of the lower uterine segment with only 
one finger dilatation. Latzo’s method with a longi- 
tudinal incision should be used, as the Pfannenstiel 
incision does not increase the space. The procedure 
is easier if the bladder is filled, but it should be 
emptied before the peritoneal reflection is loosened 
and brought out of the way. To prevent peritoneal 
tears a careful longitudinal incision should be made, 
while blunt dissection and care must be exercised 
when the peritoneum is reflected. Filling of the 
bladder and elevated pelvis position will obviate the 
necessity of loosening the peritoneum too high. 
The excellent convalescence is due to the fact that 
the bowels are not exposed and that the uterine 
incision is low down. 

Drainage if necessary should be carried out 
through the vagina. Three subsequent pregnancies 
in these women were terminated by cesarean sec- 
tion, later accompanied by tubal sterilization. 
Monrr. 


Scherer, A.: The Value of Bacteriological Exami- 
naticns in the Treatment of Abortion (Lehet-c 
iranyadé a bakteriologiai vizsgdlat a vetélések keze- 
lésében). Orvosi Hetilop, Budapest, 1913, lvii, 337. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author made bacteriological examinations of 
the lochia of sixty cases of afebrile abortions and 
obtained the following results: Hemolytic strepto- 
cocci were found in eight cases, non-hemolytic 
streptococci in sixteen, staphylococci in twenty, 
colon bacilli in two, pseudo-diphtheria bacilli, in 
one, and various other bacteria in four. In nine 
cases the lochia were sterile. 

Winter’s method of treatment is not acceptable 
in general practice because (1) the results of the 
bacteriological examination do not give a positive 
indication; (2) in most cases the physician is called 
on account of profuse hemorrhages and he cannot 
therefore postpone the treatment for the two or 
three days that are necessary to obtain a result 
from such an examination; (3) the duration of 
treatment is materially lengthened; and (4) the 
entire procedure is too complicated for practical 
purposes. 

The treatment of cases with hemolytic strep- 
tococci and their control by means of repeated vac- 
cinations cannot be carried out by the general 
practitioner. FRIGYESI. 
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LABOR AND ITS COMPLICATIONS 


Kemp, D. C.: Ovarian Cyst Exposed per Vaginam 
During Delivery by a Midwife. Lancet, Lond., 
1913, clxxxv, 865. By Surg., Gynec. & Obst. 


The author gives a brief history of a Tamil 
Mohammedan woman, aged 20, in whom an ovarian 
cyst which weighted 1 lb. 10 ozs. escaped through 
a rent in the posterior fornix to the left of the cervix. 
The intestine was pulled out, during the examination 
made, to determine the nature of the tumor. The 
patient recovered following the removal of the 
tumor. C. H. Davis. 


Kréner, M.: Birth in Cases of Occipital and 
Dorsal Meningocele (Uber den Geburtsverlauf bei 
occipitalen und dorsalen Meningocelen). Beiir. z. 
Geburtsh. u. Gyndk., 1913, xviii, 363. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author cites cases collected from the litera- 
ture and two of his own at the Rostock University 
Clinic, and points out that occipital and dorsal 
meningocele is not only a serious complication in 
labor, but that it is an important factor in causing 
facial and frontal presentations. Hout. 


PUERPERIUM AND ITS COMPLICATIONS 


Von Reding, A.: An Unusual Case of Diffuse Ne- 
crosis of the Puerperal Uterus (Ein ungewéhn- 
licher Fall ausgedehnter Nekrose des puerperalen 
Uterus). Cor.-bl. f. schweiz. Arsle., 1913, xliii, 651. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Von Reding reports the case of a patient in whom he 
removed the placenta by Crédé’s method one hour 
after labor. The patient had a severe hemorrhage, 
and became almost pulseless and very anzmic. 
She recovered, however, but eight days after labor 
an internal examination was made on account of 
high fever and a putrid discharge. The parametria 
were negative. The uterus was the size of a child’s 
head, hard, movable, and not tender to pressure. 
The cervical canal was about one and a half inch in 
diameter and a mass was felt above the internal os 
which entirely filled the uterine cavity. This was 
firm in consistency, had an uneven surface, and was 
intimately adherent to the uterus. An abdominal 
total extirpation was performed eleven days post- 
partum. The patient died almost immediately 
after leaving the operating room. 

On microscopical examination of the uterus an 
external firm and an internal porous division of the 
uterine wall could be seen. The external half was 
normal and not infiltrated, but the internal porous 
half was necrotic, with fatty degeneration of the 
muscle fibers and blood vessels. In spots, a purulent 
infiltration of the muscular layer was noted. The 
endometrium was completely absent. A few rem- 
nants of the placenta were found at the posterior 
uterine wall. So firmly were they united to the 
uterine tissues that they could be distinguished only 
by the microscope. No decidual formations were 
seen. 


Harm. 
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Watkins, T. J.: Puerperal Infection; A Study of 
Some of the More Important Features of the 
Disease, with a Review of the Cases Treated 
During the Last Eight Years. Am. J.Obst.,N.Y., 
1913, Ixviii, 429. By Surg., Gynec. & Obst. 


In this article, the author reports his results in 
the treatment of 100 cases of puerperal infection 
such as come to the hospital in a large city. Ninety- 
one patients recovered and nine died. Seven of 
the fatal cases were hopelessly ill with generalized 
peritonitis on admission. One had large multiloc- 
ular abscesses, which, though incised and drained, 
terminated in peritonitis and death. One was a 
case of pyemia with metastatic abscesses. The 
effect of outdoor treatment is especially emphasized. 
Supportive measures, good food, sleep, and elimina- 
tion are the main points in the therapy. 

He tersely summarizes the subject as follows: 

1. Puerperal infection is essentially a systemic 
disease and the treatment should be chiefly general. 
2. The only general treatment of established value 
as yet is the use of remedies to increase the body 
resistance and thus favor and hasten the develop- 
ment of systemic immunizing bodies. 3. Retained 
products of conception should be left to escape 
spontaneously, except in case of hemorrhage, when 
gauze packing should be used to hasten separation 
of retained tissue and to stimulate uterine contrac- 
tions. 4. Pelvic inflammatory exudates usually 
disappear by absorption. Only exceptional cases 
require incision and drainage. 5. Suspected cases 
of free pus in the abdominal cavity indicate vaginal 
section to determine the diagnosis and the indica- 
tions for treatment. 6. The treatment which re- 
mains in quite general use is much more dangerous 
than the disease. N. Sproat HEANEY. 


Gréne: Metritis Dissecans Puerperalis (Metritis 
Dissecans Puerperalis). Versamml. d. Nord. chir. 
Vereins, Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The patient was a primipara 28 years old, who 
was delivered spontaneously without internal ex- 
amination being made. A small episiotomy had 
been performed, which healed normally. A few 
days later the patient was seized with fever and 
the discharge became foul. There were no sub- 
jective symptoms, but a definite anemia was pres- 
ent. Twenty-two days after delivery the uterus 
was perforated during an intrauterine examination 
and was immediately extirpated. The patient 
recovered. Upon section the uterus showed smaller 
and larger areas of necrosis, which in some parts 
almost reached to the serosa. 

Microscopically, extensive necrosis was found and 
the connective tissue showed extensive round-cell 
infiltration. No decidua or other signs of mucosa 
were present, and nowhere could be found cells of 
foetal origin. The interesting part of this case is 
the fact that it probably was a case of auto-infection. 

S. A. GAMMELTOFT. 


MISCELLANEOUS 


Goldstine, M. T.: Hemorrhage in the New-born. 
Illinois M. J., 1913, Xxiv, 170. 
By Surg., Gynec. & Obst. 

The author discusses the etiology and treatment 
of this condition, and reports a series of cases treated 
by injection of horse and human serum and of whole 
unclotted human blood. 

The writer’s technique for securing blood and 
keeping it has been as follows: A large vein is 
secured in the arm near the elbow, and a good 
sized needle inserted. The blood is allowed to flow 
into test tubes large enough to hold 50 cc., and with 
a wide mouth so that the serum can be easily with- 
drawn from the tube with a syringe that will hold 
15 to 20 cc. of serum. One test tube has been, as 
a rule, a sufficient dose for one injection, and need 
not be used again. This protects the blood against 
infection that might occur if a large bottle were 
used and the cork removed several times. When 
whole blood is used, it is withdrawn with a syringe 
and quickly injected into the patient. The injections 
were made subcutaneously into the back just below 
the scapula. The following conclusions were drawn: 

1. The etiology is still doubtful. 

2. The use of blood-serum is a great and de- 
cided advance over the use of drugs. 

3. Human serum is to be preferred to animal 
serum, as it does not produce any undesirable symp- 
toms, may be used as often as necessary, and does 
not sensitize the patient against the administration 
of more serum. 

4. Injection of serum is better than trans- 
fusion, as transfusion is a very difficult procedure, 
and one transfusion does not always stop the 
bleeding. C. D. Hotes. 


Weidenbaum, G.: Prophylaxis of Blenorrhcea 
Neonatorum (Zur Blenorrhéeprophylaxe am Neu- 
geborenen). St. Petersb. med. Ztschr., xxxviii, 134. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author puts forward prominently the blessing 
of Crédé’s method in the prevention of ophthalmia 
neonatorum as a result of which this disease has 
almost entirely disappeared from institutions. In 
contrast to this is the fact that ophthalmo-blenor- 
rhoea has not decreased. An investigation, ordered 
by Crédé-Hoérder, showed that 12.39 per cent of the 
inmates of thirty large institutions for the blind in 
Germany lost their eyesight from blenorrhoea. The 
causes for this, according to the author, are: an 
increase in the spread of genital diseases; the rapid 
growth of large cities, etc. The silver preparations 
used have the disadvantage of instability. The 
irritations produced by the use of silver nitrate are 
due to its decomposition, which may be prevented 
by the addition of potassium nitrate. A 1o per cent 
solution of potassium nitrate is not irritable to the 
conjunctiva. Weidenbaum recommends a tablet 
of o.1 silver nitrate and o.1 pot. nitrate, which is 
easily soluble in water. JAEGER. 


Opitz: May a Mother’s Milk be Injurious to Her 
Own Offspring (Kann die Milch der eigenen Mutter 
fiir den Siugling schidlich sein)? Deutscher Gesellsch. 
f. Gynak., Halle, 1913, May. 

By Zentralbl. f. d. ges. (© nak. u. Geburtsh. s. d. Grenzgeb. 


The author is of the opinion that the milk of a 
woman who is suffering from nephritis may undergo 
certain changes that will render it injurious to the 
child. This is easily conceivable in the light of 
Abderhalden’s views on metabolism. In a case of 
the kind referred to, such changes could not be 
proven, but close observation of the child convinced 
the author that the milk was injurious. Sudden 
changes of temperature in the new-born as de- 
scribed by Krémer are relatively common. The 
inanition fever described by pediatricians is not 
commonly observed in the early loss of weight of 
these infants, but rises of temperature due to some 
disturbance are frequent. Mother’s milk, however, 
is but rarely the cause. It has taken considerable 
time to convince the profession and the laity that 
nothing can take the place of mother’s milk, and 
too much stress laid upon isolated cases in which it 
is injurious may cause much harm. 


Bacon, C.S.: The Essentials of Sanitarium Treat- 
ment of Tuberculous Gravidze and Puerperze 
and Their Children. J. Am. M. Ass., 1913. 1xi, 
750. By Surg., Gynec. & Obst. 


In the United States about 32,000 tuberculous 
women are pregnant every year, and between 44,000 
and 48,000 women of child-bearing age die of 
tuberculosis. About one third of the tuberculous 
pregnant women die within a year of their labor. 
Of 10,000 children under five years who die of tuber- 
culosis every year, three fourths are born of tuber- 
culous mothers. These data show a part, but not 
all, of the bearing of pregnancy upon the tuberculo- 
sis problem. 

Gravide and puerpere constitute an important 
factor in keeping alive the germ of tuberculosis and 
preventing the eradication of the disease, and this 
fact has not been recognized sufficiently in the past 
The proper management of these cases is that 
which carries the woman through labor and the 
lying-in period, leaving her, in from two to four 
months later, in as good condition as she would 
have been had she not been pregnant, and presents 
the child at that time to its parents and society 
uninfected. This necessitates a close watch of 
pregnancy, the conservation of the strength of the 
patient, and, if necessary, timely interference. 
It means the most skillful conduct of labor so that 
the patient will pass through it with no unnecessary 
loss of blood or strength and with no risk of infection. 
It means a supervision of the puerperium to prevent, 
as far as possible, the exacerbation of the disease so 
common at this time. It means the separation of 
the child from the mother and the care of it as long as 
necessary. A very important feature of the 
management thus outlined is the educating of the 
mother and her relatives. 
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The obstetrical management above outlined can 
be carried out in a private house only with con- 
siderable difficulty. The labor can be conducted 
better in a maternity hospital. The conduct of the 
latter part of pregnancy and a long puerperium, 
however, cannot be provided in such a hospital, 
and there is need, therefore, of a maternity depart- 
ment in the tuberculosis sanitarium. 

The author gives a plan for a maternity ward 
and discusses the management in detail. At a later 
date he hopes to describe its workings and the 
results obtained. Epwarp L, CorNELL. 


Von Gutfeld, F.: The Influence of Physical and 
Social Conditions of Mothers on the Size of 
Their Progeny (Uber den Einfluss kérperlicher und 
sozialer Verhiltnisse der Miitier auf die Kérpermasse 
ihrer Neugeboren). Ziéschr. f. Geburtsh. u. Gyndk., 
1913, xxiii, 266. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author’s investigation took 5,000 normal cases 
into consideration, and the factors involve: (a) 
Maternally — age, number of pregnancies, occupa- 
tion, social state, position in utero; (b) infantile — 
length, weight, greatest circumference of skull. 

The conclusions arrived at are: 1. Mothers of 
the same age give birth to boys that are larger in 
every way than girls. 2. Very young mothers can 
give birth to average-sized infants. 3. Mothers 
from 28 to 35 years of age give birth to the largest 
children. 4. Children of servants are larger than 
those of factory girls, the former standing higher 
socially. 5. Length, weight, and size of the head 
are in proportion to the length of the mother’s body. 
6. Of children born dead, boys are larger than girls. 
7. A child with a good initial weight has brighter 
prospects than one underweight. GRAEUPNER. 


Goldberger, M. F.: The Relation of the Cervix 
to Sterility and Pregnancy. Internat. J. Surg., 
1913, XXVi, 269. By Surg., Gynec. & Obst. 

The causes of sterility are taken up first and then 
the various operative procedures on the cervix uteri. 
The author formulates his conclusions as follows: 

1. The diseased or abnormal cervix is one of the 
most frequent causes of sterility in the female. 

2. When sterility is due to anteflexion it is best 
corrected by the Dudley operation. 

3. The dysmenorrhcea is relieved in most cases 
following this operation and pregnancy occurs in 
40 per cent of the cases. 

4. Lacerations of the cervix should not be inter- 
fered with unless they cause definite symptoms, and 
then amputation seems to give the best results. 

5. Erosions and ulcerations of the cervix not 
yielding readily to local medicinal treatment call 
for amputation. 

6. If dysmenorrhoea and leucorrhcea be present 
in these cases, amputation of the cervix will relieve 
the pain and stop the discharge in about 80 per cent 
of the cases. 
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7. Labor seems to be rendered more difficult 
and prolonged in the cases following trachelor- 
rhaphy and to be made easier and shortened after 
amputation. 

8. Conception is just as frequent following am- 
putation of the cervix as before. 


Engelhorn, E.: The Modification of the Hzmo- 
globin Catalysor During Pregnancy; the 
Weichardt Reaction (Uber die Beeinflussung .des 
Hiamoglobinkatalysators in der Schwangerschaft; 
Weichardtsche Reaktion). Miinchen. med. Wchnschr., 
1913, Ix, 1195. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Using Weichardt’s method for determining the 
difference in the catalyzing power of biood in preg- 
nancy and in the non-pregnant state, the author 
finds that the titration figures for the former were 
higher than those for the latter. His observations 
were obtained from 108 cases. A case of eclampsia 
described is very interesting. At the beginning of 
the attack the titer was higher than that of the 
non-pregnant state (305:205). As to whether in 
severe eclampsia there is an inhibition of the catalyz- 
ing power of the blood has yet to be determined. 

Normally the catalyzing power of the blood is in. 

creased in pregnancy. GRAEUPNER. 


Veit, J.: 
(Die Serodiagnostik der Graviditit). 
Wcehnschr., 1913, 1, 1241. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Veit is entitled to a place in the development of 
the Abderhalden reaction, for it is he who suggested 
the migration of placental elements into the maternal 
blood. He substantiated Abderhalden’s observa- 
tion, even for early cases of pregnancy, and consid- 
ers the reaction a valuable diagnostic aid. The 
reaction has a placental origin; the ovum need not 
be alive nor even present — all that must be present 
is living placental tissue. The reaction with cobra- 
toxin and of precipitins is quite analogous, and it is 
positive in animals in which the chorionic villi are 
not immersed in the maternal blood. Here the 
chemical elements of the chorion epithelium pass 
through the lvmnhatic into the maternal circulation. 

SEMON. 


The Serum Diagnosis of Pregnancy 
Berl. klin. 


Schiff, E.: Is Abderhalden’s Dialization Method 
of Use in Differential Diagnosis? (Ist das Ab- 
derhaldensche LDialysierverfahren  differentia!-diag- 
nostisch verwertbar?) Deutsche Gesellsch f. Gynak., 
Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Abderhalden’s dialization method is of special 
importance in differential diagnosis. Forty-nine 
cases of which the clinical diagnosis was not known 
were examined by it. They comprised early and 
advanced pregnancies, climacterium, genital tu- 
mors, adnexal disease, eclampsia, abortion, puer- 
perium, etc. The reaction was always positive in 
pregnancy and always negative in the non-preg- 
nant cases with the exception of two cases in which 


the sera were not in a good condition because of 
hemolysis or prolonged exposure to the temperature 
of the room. In twelve cases the behavior of 
pregnancy serum towards carcinomatous tissue was 
investigated. In all of them the reaction was 
negative. 


Heaney, N. S., and Davis, C. H.: Abderhalden’s 
Test of Pregnancy. Am. J. Obst., N. Y., 1913, 
Ixviii, 429. By Surg., Gynec. & Obst. 

In this article is given the experience upon which 
the test is based, the technique of the performance 
of the test, a résumé of the literature, and the results 
of the authors’ experiments. 

Twenty-eight individuals were tested by the 
dialysis method, 17 according to the latest tech- 
nique. Of the 17, 5 were healthy non-pregnant 
individuals, one of whom reacted positively. Of 
7 pregnant women, 2 failed to react. Of 5 
puerperal women, 2 were from the late puerpe- 
rium and reacted negatively; the others were early 
and were positive. 

The authors also tested the digestive action of a 
series of pregnant and non-pregnant sera upon Witte- 
peptone solution and placental suspension. Serum 
was mixed with the peptone solution or placental 
suspension, under sterile precautions, and, after 
incubation, an increase in amino-acids was tested 
for by the formalin method of Sorensen-Ronchesi. 
No digestive action could be demonstrated when 
placental suspension was used, though the sera 
came from pregnant patients. When peptone solu- 
tion was used a variation in the peptolytic activity 
of the various sera was demonstrated, though this 
variation was not dependent upon the gravid or 
non-gravid state of the patient. 


Lichtenstein: Abderhalden’s Serum Reaction 
(Zur Serumreaktion nach Abderhalden). Méinchen. 
med. Wchuschr., 1913, 1x, 1427. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Lichtenstein finds the dialysis method satisfac- 
tory. He examined the sera of 42 cases of pregnancy, 
including 6 tubal pregnancies and 4 eclampsias, and 
34 cases of non-pregnancy. Three tests were im- 
properly made and are therefore excluded. The 
reaction disappears during the third week of the 
puerperium. All cases of non-pregnancy gave neg- 
ative results. Umbilical blood and spinal fluid failed 
to reduce placental or eclamptic placental tissue. 
Eclamptic serum reduced eclamptic and normal 
placental tissue very rapidly. The action of normal 
serum was not very different from that of nephritis 
in pregnancy, when reacting on normal or eclamptic 
placenta. The amniotic fluid of the non-eclamptic 
and ascitic fluid from the non-pregnant gave nega- 
tive reactions. In spite of the exactness of the reac- 
tion, one should not be governed solely by it in 
making a diagnosis. The author’s observations sub- 
stantiate Abderhalden’s claim that it is not necessary 
to have a flood of chorionic villi in the maternal cir- 
culation to get a positive reaction. GRAEUPNER. 


OBSTETRICS 


Mayer, A.: The Therapeutic Use of the Normal 
Serum of Pregnancy (Uber die therapeutische An- 


wendung von normalen Schwangerenserum). Muiin- 
chen. med. Wchnschr., 1913, 1x, 1411. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author suggests the use of the normal serum 
of pregnant women in cases of intoxication during 
pregnancy. He then discusses the successful use 
of such serum in cases of dermatoses and eclampsia. 
In the latter he now gives the serum intradurally 
instead of intravenously. He made this change in 
the administration because these patients have such 
marked cerebral symptoms. Serum therapy can 
be applied also to puerperal sepsis. 

Since many puerpere have hemolytic strepto- 
cocci in the lochia without symptoms, the author 
holds that their sera are analogous to those of con- 
valescent cases of sepsis. Three cases he believes 
substantiated this assumption. He uses the serum 
also in gynecological hemorrhage and anemia. 

RUNGE. 


Fuchs, A.: Experiences with Pituglandol in 
Obstetrics (Erfahrungen mit Pituglandol in der 
geburtshilflichen Praxis). Zéschr. f. Geburtsh. u. 
Gynék., 1913, Ixxiii, 517. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author used pituglandol in six of his obstet- 
rical cases, once each in atony in an old primapara 
with frontal presentation, in breech presentation 
with early rupture of the membranes, in an artificial 
premature labor as an adjuvant after the introduc- 
tion of a bougie, in placenta previa lateralis to has- 
ten rupture of the membranes, and in a ten weeks’ 
abortion to hasten expulsion of the products of 
conception. 

In all of these cases, except the last one, the injec- 
tion was always accompanied with definite success 
and never with any detrimental effect upon the 
mother or the child. The author injects 1 ccm. of 
pituglandol intramuscularly and warns against 
overdosing, to which he attributes the observed cases 
of cramp-like contraction of the cervix after injec- 
tions of hypophyseal extract. Since several authors 
have reported a lowering of the foetal heart-rate 
after an injection of the extract, it is not advisable 
to employ it in threatened cardiac weakness except 
when ready for immediate extraction. In cases of 
atony in which there is prolonged contraction of the 
cervix it is advisable to administer morphine or 
pantopon to put the uterus at complete rest before 
giving the injection of pituglandol. In the employ- 
ment of the extract during the early puerperium all 
unnecessary handling of the uterus is to be avoided 
in order to prevent untimely contracting. SieBER. 


Watson, B. P.: 


Pituitary Extract in Obstetrical 
Practice. 


Canad. M. Ass. J., 1913, iii, 739. 
By Surg., Gynec. & Obst 
Watson gives credit to Bell for being the first to 
use pituitary extract in obstetrics. He discusses the 
anatomy and physiology of the gland and the action 
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of its extract. He prefers the intermuscular injec- 
tion and a standardized dose. Several cases are 
reported in detail where the extract was used oppor- 
tunely in slight pelvic contraction, in persistent 
occipito-posterior position of the foetal head, in twin 
pregnancy, in induction of labor, and in placenta 
previa. The author regards its use favorably also 
in post-partum abdominal distention and in urinary 
retention, thus avoiding enemata and catheteriza- 
tion. His conclusions are: 

1. Pituitary extracts have a powerful effect in 
inducing and strengthening uterine contractions. 

2. The type of contractions induced is similar to 
the normal, although at first there may be a tenden- 
cy to prolongation of the pains. 

3. Such prolonged contractions result in the 
slowing of the foetal heart, but the child is seldom 
in danger. 

4. When given in the late part of the first and 
in the second stage of full-time labor, the polarity 
of the uterine contractions is not interfered with, 
but in early abortions and in the first stage a simul- 
taneous spasm of the os may occur. 

5. The chief field of usefulness of pituitary extract 
is in the first and second stages of labor, when there 
is delay due to feebleness of the pains alone or com- 
bined with other complications, such as malposi- 
tions of the head, malpresentations, multiple 
pregnancy, slight narrowing of the pelvis, etc. 

6. In the induction of abortion, in the treatment 
of abortion already in progress, and in incomplete 
abortion, its action is so uncertain that it is not to be 
recommended except in cases where the os is widely 
dilated. 

7. In the induction of premature labors its effects 
are uncertain, but if sufficient dosage be given they 
may be good. 

8. In the induction of labor at full term and after, 
better results are obtained than in premature cases. 

g. Pituitary extract gives good results in many 
cases of post-partum hemorrhage, but is not 
superior to the various preparations of ergot. It 
has, however, the power of sensitizing the uterus, so 
as to allow these preparations to act more powerful- 
ly, and the combination is most effective. 

1o. It is a useful adjunct in the treatment of 
placenta previa, used in conjunction with rupture of 
the membranes, the use of hydrostatic dilators, or 
turning. CAREY CULBERTSON. 


Popielski, L.: The Hypophysis and Its Active 
Principles (Hypophysis und ihre Priparate in Ver- 
bindung mit ihren wirksamen Substanzen). Berl. 
klin. Wehnschr., 1913, 1, 1156. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Substances increasing and decreasing the blood 
pressure are found in the hypophysis. Pituitrin and 
pituglandol increase the blood pressure, while 
physin decreases it. All these substances, however, 
have been used with good results to stimulate labor 
pains. It is remarkable that substances which in 


their physiologic action are directly antagonistic to 
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each other should cause the same action on the 
uterus. It must be emphasized that so far not a 
single reason is known why these substances excite 
labor pains. If the hypophysis acts in this manner, 
then the same action must be expected from all the 
other organs which contain vasodilatin as well as 
vasohypertensin. The author is very skeptical 
about the question of the stimulation of labor pains 
by hypophysin extracts. GINS. 


Spalding, A. B.: The Value of Abdominal Meas- 
urements in Pregnancy. J. Am. M. Ass., 1913, 
Ixi, 746. By Surg., Gynec. & Obst. 

The author has reviewed over two thousand 
records in reaching his conclusions. The measure- 
ments were made with a tape measure, one hand 
being placed on the upper border of the symphysis 
and the other on the ensiform cartilage. The 
uppermost margin of the fundus of the uterus was 
located and read off the tape. An effort is made 
in this paper to estimate the value of these meas- 
urements in so far as they relate to the size of the 
unborn child and to the probable date for delivery. 
The author discusses also the various rules laid 
down by other men in the past few years. 

In a table presented is shown the weights of 
babies taken immediately after delivery in a series 
of 300 labors where the total uterine axis was care- 
fully observed. In 157 the fundus measurements 
were between 34 and 37 cms. and the average weight 
for the babies lay between 3275 and 3395 gms. 
These figures are considered a rough standard for 
average normal babies. In eighty-five cases, in five 
of which there was twin delivery, the fundus meas- 
ured between 38 and 45 cms. and the average 
weight for the babies was between 3555 and 4100 
gms. These figures are considered the standard 


for over-maturity. In fifty-five cases the fundus 
measurements were found to be 29 and 33 cms. 
and the average weight for the babies between 
2125 and 2930 gms. This is the standard for im- 
perfectly matured babies. 

With experience one can utilize these measure- 
ments to advantage in certain cases of toxzmia, 
nephritis, heart-disease, etc., to determine the best 
period for the induction of premature labor or of the 
advisability of inducing labor at term. Unfor- 
tunately, however, the possibility of error in excep- 
tional cases precludes the utilization of these meas- 
urements in the management of contracted pelvis. 
This is due to the fact that the weight of the child 
with the same abdominal measurement may vary in 
exceptional cases as much as 1 or 2 kilos. A great 
deal depends upon the care with which the meas- 
urements are made, on the condition of contraction 
or relaxation of the uterus, the skill in estimating the 
degree of settling, the thickness of the abdominal 
walls, and the accuracy in diagnosing such con- 
ditions as hydramnios and multiple pregnancy. 

In another chart the author presents measure- 
ments of the uterus made at various weeks of 
pregnancy in a series of 411 cases. These patients 
gave birth to babies of normal weight within seven 
days of the expected time, according to Naegele’s 
rule. For measurements of this kind the following 
rule is given: Measure with a tape measure the 
height of the fundus above the symphysis in centi- 
meters, making allowance for settling when present, 
and add 2 to measurements between 22 and 26 
cms., 3 to measurements between 26 and 30 cms., 
4 to measurements between 30 and 32 cms., and 
5 to measurements over 32. The sum will equal the 
probable week of pregnancy. 

Epwarp L. CornELL. 


| 


KIDNEY AND URETER 


Lucksch, F.: Recent Examinations of the Adrenal 
Capsules (Neuere Untersuchungen iiber die Neben- 
nieren). Prag. med. Wehnschr., 1913, Xxxviii, 365. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The adrenal capsules of horses and cattle fed to 
rats proved to be poisonous, particularly the ad- 
renalin (marrow substance). On 90 cadavers the 
adrenalin content was determined according to 
Follin’s method. In acute infections the adrenalin 
was not decreased; in diphtheria and nephritis it was 
increased, and in chronic infections (tuberculosis, 
cranial hemorrhage, and tumors) it was diminished. 
An examination of the results obtained by Robinson, 
who claimed that he could determine the sex of the 
foetus from the adrenalin content of the urine of the 
mother, does not yet permit any definite con- 
clusions. The article closes with the report of two 
cases of adrenal tumors. WIESEL. 


Gradinescu, A. V.: The Influence of the Supra- 
renal Capsules upon the Circulation of the 
Blood and the Metabolism (Der Einfluss der 
Nebennieren auf den Blutkreislauf und den Stoffwech- 
sel). Arch. f. d. ges. Physiol., 1913, clii, 187. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In numerous experiments with cold-blooded 
animals and mammals that are reported in detail 
by the author, the influence of the extirpation of the 
suprarenal capsules, the extirpation of the adrenal 
capsules, and the administration of adrenalin was 
determined. The results obtained were as follows: 

The removal of both capsules in one operation 

caused death within 1o hours in the case of dogs, in 

48 hours in cats, and in 7 hours in rabbits. 

The extirpation of one adrenal capsule was not 

fatal. After total extirpation of the adrenal cap- 

sules the number of erythrocytes in the peripheral 
blood rises slowly to double the amount; this is the 
result, not of a new formation of red blood cor- 
puscles, but of the transgression of large quantities 
of blood plasma into the tissues and serous mem- 
branes. The examination of the physico-chemical 
properties of the plasma reveals no changes, and 
the quantity of water contained in the muscles re- 
mains unchanged. The blood plasma with all its 
components therefore goes over into the tissue. 

Furthermore, the total extirpation of the adrenal 

capsules effects a decrease in the interchange of 

gases without changing the respiratory quotient. 

The nitrogen quotient shows an inclination to 

sink; the temperature of the body sinks consider- 

ably; the lymph circulation is retarded; the lymph 
formation is diminished. Adrenalin injections, on 
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the other hand, effect an increase of the discharge of 
lymph from the ductus thoracicus, a rise in tem- 
perature in normal animals, and death from hy- 
perthermia. Extracts and adrenalin affect also the 
endothelium of the blood-vessels, because the in- 
filtration of the connective tissue effected by artificial 
circulation in the frog is prevented by these sub- 
stances. If adrenalin is brought into the artificial 
circulation or directly upon the tongue or mesentery 
of guinea pigs, it causes a contraction of the blood 
capillaries and retardation or inhibition of the 
circulation. From the abolition symptoms and 
changes caused by adrenalin the author concludes 
that the adrenal capsules serve as regulators of the 
intermedial metabolism. The metabolism between 
blood and tissue depends upon the changes in the 
lumen of the capillaries caused by the secretive 
products of the adrenal capsules and the contraction 
of the endothelium. SALLE. 


Childs, S. B., and Spitzer, W. M.: Réntgeno- 
graphic Study of the Normal Kidney, Its 
Pelvis and Ureter. J. Am. M. Ass., 1913, lxi, 925. 

By Surg., Gynec. & Obst. 

Diversity of opinion as to interpretation of 
skiagrams of kidney, warrants fixing a standard by 
study of a group of normal cases. By normal cases 
are meant cases with negative history, absence of 
genito-urinary symptoms, and giving negative 
findings in urinalysis, and for all points above 
ureteral orifice, negative findings on cystoscopy and 
ureteral catheterization. 

Technique. Réntgenographic catheters;  col- 
largol, 8 to 20 percent; gravity pressure of two feet, 
using 50 ccm. burettes; injection to the point when 
pain is complained of, varying from 4.5 to 15 ccm. 
(greater volume being considered pathognomonic) ; 
stereoscopy with uniform focus and _ réntgeno- 
graphic technique. 

Findings. Mobility (excluding respiratory), o to 
3.5 cm. Pelvis either single or double; calices 
number 3 to 6; upper border convex, lower concave; 
absence of concavity abnormal. Catheter clings 
to convex border. Ureter shows wide variations 
in size, contour, and position; kinks, angulations, and 
apparent constrictions in normal cases. Alterations 
may be due to variations in tonus. Laxity marked 
in multipare. Pain, shock, and temperature the 
result of overdistention, especially rapid distention, 
and not so much dependent on the drug or percent- 
age. Care in injection will reduce these difficulties 
so as to provoke no disagreeable complications. 
Emphasis laid on stopping injections at onset of 
pain. 

For after-treatment, he recommends morphine 
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and small doses of whisky well diluted, the last as 
diuretic. The report includes 10 cases (20 kidneys) 
with table and skiagrams. Lours L. TEN BRoEcK. 


Braasch, W. F.: Clinical Observations on Essen- 
tial Hematuria. J. Am. M. Ass., 1913, lxi, 936. 
By Surg., Gynec. & Obst. 

The term ‘‘essential”’ is applied here only to those 
cases in which there is neither clinical evidence of 
renal insufficiency, visible organic change in the 
renal parenchyma, nor evidence of renal infection. 

Braasch analyzes 77 cases from the Mayo clinic, 
of which 26 were operated upon. Males were affect- 
ed in 75 per cent of the cases, most of them occurring 
between the ages of 40 and 50. The right side was 
involved in about two-thirds of the cases. Hamatu- 
ria had begun over fifteen years previous to the 
time of the operation in 19 per cent of the cases, 
but in most cases it was of about a year’s duration. 
In the unoperated cases, the time of onset was con- 
siderably more recent. The physical findings were 
negative as regards the kidneys. The blood pres- 
sure averaged 132, and the hemoglobin 63 per cent 
in the operated, and 84 per cent in the unoperated 
cases. Urinalysis showed, in addition to blood, a 
few casts and pus cells in some. 

The author discusses at great length the differential 
diagnosis. Other lesions to be considered are 
chronic nephritis, infectious nephritis, bleeding 
pyelitis, neoplasms, renal tuberculosis, lithiasis, and 
renal varix. Differentiation in all of these con- 
ditions would appear to be possible. 

Nephrectomy has cured fourteen cases; nephrot- 
omy gives far less satisfactory results. The results 
of palliative treatment, consisting merely of cathe- 
terization of the affected side, with or without the 
injection of methylene blue, a colloidal silver salt, 
or epinephrin, gave permanent relief in but four 
cases. In the others, hematuria appeared again. 

In the matter of treatment, Braasch lays special 
emphasis upon the difficulty and importance of 
deciding upon the presence of a small and early 
renal neoplasm. When the hematuria has _ in- 
capacitated the patient, or when neoplasm is re- 
garded as possible, exploration is indicated. The 
good results obtained from nephrotomy would 
justify its use in the absence of negative findings in 
the kidney. 

The etiology is carefully considered. Nephritis 
seems now to be regarded by most authorities as 
the probable causative factor. But, in Braasch’s 
opinion, the evidence against this is sufficient to 
enable us to exclude it in most cases. A satis- 
factory explanation of this type of hematuria is yet 
to be given. J. DELLINGER BARNEY. 


Casper, L.: The Diagnosis of Bilateral Renal 
Tuberculosis (Zur Diagnose der doppelseitigen Nier- 
entuberkulose). Deutsche med. Wchnschr., 1913, Xxxix, 
1140. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Before the Berlin Surgical Society, Casper gave a 
brief review of the progress made in the diagnosis 


and treatment, especially, of renal tuberculosis 
since the introduction of ureteral catheterization 
and functional kidney tests. The mortality of 
patients nephrectomized for tuberculosis lately is 
only 2 per cent. In spite of this success, however, 
the present views must further be revised, principal- 
ly in regard to the diagnosis of unilateral or bilateral 
kidney tuberculosis. The former view, that a 
sediment-free and apparently normal urine which 
proves to be tuberculous in the guinea-pig inocula- 
tion must originate in a tuberculous kidney, no 
longer holds good. From his own experience and 
from careful investigations of Kielleuth, Casper 
regards the fact as proved that pure excretory 
tuberculosis can occur only when nephritic symp- 
toms are also present, because the nephritic kidney, 
in contradistinction to the healthy kidney, is perme- 
able for tubercle bacilli. Hence, the former radical 
standpoint, that in kidney tuberculosis the finding 
of tubercle bacilli in the urine of the second kidney 
forbids an operation, must be modified so that the 
presence of tubercle bacilli produced by a slight 
nephritis of the one kidney is not a contra-indication 
for a nephrectomy of the other. Only when the 
tuberculous process of the second kidney is absolute- 
ly settled by the regular and abundant finding of 
leucocytes and erythrocytes, as well as by the 
diminished function of the second kidney, is an 
operation to be avoided. DENCKs. 


Kapsammer, G.: Tuberculosis of the Kidney. 
Am. J. Obst., N. Y., 1913, Ixviii, 429. 
By Surg., Gynec. & Obst. 
From a review of the literature and an analysis 
of 62 cases of his own, Kapsammer deduces that 
tuberculosis of the kidney is, as a rule, unilateral; 
that men suffer from it more frequently than women, 
and that it is found on one side as frequently as on 
the other. The first symptom, and oftentimes 
the only one, is bladder difficulty. Hzmaturia is 
one of the more infrequent symptoms of the disease 
and is more frequently seen in the early than in the 
later stages. Kapsammer believes that many of 
the ‘‘essential hematurias”’ are, in reality, cases of 
very early tuberculosis, exploration of the kidney 
even failing to clear the diagnosis because of the 
smallness of the lesion. 
Pus is regularly found in the urine, but when the 
urine is alkaline the chances are against tuberculosis. 
Pain is not constant in the symptomatology and 
may even lead to suspicion of the unaffected kidney 
when the tuberculous kidney may be producing no 
pain. The chief and most exact method of diagno- 
sis is cystoscopy with catheterization of both ureters, 
since the diagnosis is only complete when the con- 
dition of both kidneys has been accurately deter- 
mined. Nephrectomy is the only therapeutic 
measure to be considered, unless high temperature 
and prostration are present, due to secondary in- 
fection, when primary nephrotomy is indicated. 
Nephrectomy also exists as an indication when other 
non-florid foci exist elsewhere, and even may be 


| 


considered in the presence of tuberculosis of the 

opposite kidney, providing the disease is not ex- 

tensive enough to prevent its proper functionating. 
N. Sproat HEANEY. 


Rupprecht: Tuberculosis of the Kidney and 
Bladder Including Urogenital Tuberculosis 
(Uber Nieren- und Blasentuberkulose einschliesslich 
der Urogenitaltuberkulose). .Wiinchen med. Wchnschr., 
1913, Ix, 1459. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Tuberculosis of the kidney is caused, not by an 
ascending infection from the genital tract, but by a 
hematogenous infection from some _ extrarenal 
tuberculous focus. It is the larger emboli which 
contain numerous tubercle bacilli that produce 
kidney tuberculosis; the circulating bacilli are 
excreted. Usually only one kidney is involved, but 
in one half of the cases the other one becomes 
affected later, probably also by the hematogenous 
route. More rarely tuberculosis of the kidney 
spreads by the lymph stream to the perinephric 
tissues or to the retroperitoneal lymph glands; much 
more frequently it spreads downward, involving 
the ureters and bladder. Its development is 
insidious and without symptoms at first. Its 
symptoms for a long time point to the bladder 
and not to the kidney as the seat of the trouble. 
At first there is polyuria and pollakiuria; later, 
tenesmus and pyuria. In such cases careful bac- 
teriological and urological examinations are neces- 
sary, and if the other kidney is found healthy the 
diseased kidney should be extirpated. Left un- 
treated, kidney tuberculosis causes death in five 
to ten years by involving the bladder, the opposite 
kidney, etc. 

Apparent spontaneous cure may occur in rare 
cases as the result of obliteration of the diseased 
ureter and gradual encapsulation and atrophy of 
the “closed” tuberculous kidney. Usually, how- 
ever, these patients finally die of bladder involve- 
ment, nephritis of the other kidney, etc. Several 
nephrectomized women later bore healthy children. 
If the secondary bladder tuberculosis has not ad- 
vanced too far at the time the nephrectomy is per- 
formed, it frequently heals spontaneously, as does 
the tuberculous ureter that is left behind. Tuber- 
culin injections have not proved of value in renal 
tuberculosis, but after nephrectomy it has frequently 
aided in overcoming the remaining tuberculosis of 
the mucous membrane of the ureter and bladder. 
Patients suffering from renal tuberculosis are 
“‘open cases.” Numerous bacilli are excreted in 
their urine and they, therefore, are infectious. 

RUNGE. 


Wildbolz, H.: The Surgery of Tuberculosis of the 
Kidneys (Chirurgie der Nierentuberkulose). Neue 
deutsche Chir., 1913, vi. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Chronic tuberculosis of the kidneys appears fre- 
quently as an independent or primary disease, al- 
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though from the anatomo-pathological standpoint 
in particular it must be regarded almost always as a 
secondary disease. In to per cent of the cases of 
tuberculosis of the kidneys the affection is bilateral. 
At the beginning, however, chronic tuberculosis of 
the kidneys is almost exclusively unilateral. 
Usually the disease appears first in the papilla of the 
marrow, and the adjoining areas of the pelvis of the 
kidney soon become involved. In the advance 
stage, groups of tubercles are to be seen upon the 
surface of the kidney. 

As to the pathogenesis, Steinthal’s old theory 
that the kidney is infected through the blood system 
is now generally accepted, and there is no doubt 
that the disease spreads down the urinary tract, as 
was suggested by Baumgarten. 

In the diagnosis the examination of the urine is 
of greatest importance; albumin, pus, and blood are 
often found, though sometimes only in small 
quantities. The examination for bacilli, wher 
performed carefully, gives positive results in about 
go per cent of all cases. The usual and best test is 
the carbolfuchsin stain. The antiformin method 
has only a little advantage if the urine is alkaline 
and mucous. Tubercle bacilli and smegma bacilli 
cannot always be differentiated from each other, 
because, as Rolly’s experiments have shown, some 
of the smegma bacilli, like the tubercle bacilli, can- 
not be discolored with alcohol. The smegma bacilli, 
however, lie single or in loose groups, and Koch’s 
bacilli are seen, in some places at least, in very close 
bunches. The guinea pig test is the best indicator 
for the presence of tubercle bacilli. When a tuber- 
culous infection of the urinary tract has been as- 
certained positively, it remains to find out which side 
is affected and how far the disease has spread. 
This can be done only by cystoscopy and catheter- 
ization of the ureters. Urine separators are un- 
reliable. By cystoscopy, a decision may often be 
made as to which kidney is diseased from the con- 
dition of the orifices of the ureters and their sur- 
roundings. ‘There are, however, some observations 
(Kapsammer and Révsing), which show a diseased 
orifice of the ureter on the sound and healthy side 
of the bladder. Which side is diseased, to what 
degree the diseased side is affected, and whether 
the function of the sound side is normal can be 
determined from a microscopical examination of the 
urine obtained by catheterization and a functional 
diagnosis of the kidney. 

The prognosis is usually bad. The author found 
that in Switzerland more than half the number of 
cases not operated upon died five years after the 
beginning of the disease. The therapy for chronic 
tuberculosis of the kidneys should be early nephrec- 
tomy, especially as the disease is only unilateral at 
the start and does not spread downward until 
later. A tuberculous kidney cannot be cured with 
tuberculin. Kiimmel, the author, and others have 
had to operate in cases which had been treated with 
tuberculin and declared cured by internists. 

The primary mortality after nephrectomy for 
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tuberculosis is 4 per cent or less, and the fatal cases 
are mostly complicated with pneumonia, myocar- 
ditis, embolism, or meningitis. The secondary 
mortality is about 15 per cent, and in these cases 
death is usually caused by phthisis. The total 
mortality of cases operated upon is about 20 to 25 
per cent, in contrast to the 60 per cent mortality 
in cases not operated upon. After operative treat- 
ment of chronic tuberculosis of the kidneys, 75 per 
cent of the patients live for many years and more 
than half are permanently cured. The local in- 
fluence of nephrectomy upon the bladder and the 
urine depends upon the degree to which the disease 
has advanced at the time of the operation. Pus 
or bacilli in the urine disappear only after months 
or years. The vesical troubles also disappear 
slowly, and in some patients never completely. 
Irrigation of the bladder, as an after-treatment, 
should be omitted, as it gives rise to irritation of the 
vesical walls. Instillations of 3 per cent iodoform 
oil or sublimate solution are often of value. After 
the tuberculosis has been cured, the nephrectomized 
patients are as resistant as those with both kidneys 
normal, provided they are not exposed to dangers 
and overexertion. In 15 early cases the author’s 
therapy was exclusively conservative from the 
beginning; in 14 of them, however, operation had to 
be performed later on because the conservative 
treatment had been without results. 

The article contains many interesting details in 
regard to the pathology, clinical diagnosis, and ther- 
apy, and also a voluminous bibliography. 

OEHLECKER. 


Zollinger, F.: Traumatic Nephritis (Beitrige zur 
Frage der traumatischen Nephritis). Schweiz. 
Rundsch. au. f. Med., 1913, xiii, 825. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author distinguishes between trauma which 
results in rupture of the kidney, general bodily 
injury, and chronic trauma such as is caused by 
excessive athletics. Traumatic albuminuria is fre- 
quent and may be caused by hemorrhage and cir- 
culatory disturbances which may lead to necrosis. 
There may be purulent nephritis from infection of 
the kidney through the intestine or the bladder, or 
albuminuria from degenerative and regenerative 
processes in the region of the kidney wound. If 
there are cedema, uremia, and retinal changes as 
well as albuminuria, the diagnosis of traumatic 
nephritis is justified. He reports cases from the 
literature in which the disease could be attributed 
to trauma. Unilateral cases of traumatic albuminu- 
ria and cylindruria are also observed. There is a 
possibility that an occult kidney disease existed 
before the injury, and that the trauma merely 
brought on an exacerbation. In cases of unilateral 
trauma the possibility of a secondary sympathetic 
involvement of the other kidney must be considered. 
The author discusses course, prognosis, and treat- 
ment with a thorough consideration of the literature 
bearing on these points. A. HEINEKE. 


Bratton, H. O.: Hydronephrosis; with Report of 
Cases. Ohio St. M. J., 1913, ix, 411. 
By Surg., Gynec. & Obst. 


Bratton reports twelve cases in which an attempt 
was made to determine the existence of hydro- 
nephrosis in its early stage, before the condition 
gave rise to a palpable tumor with a dilated pelvis 
and a thinned cortex. 

The author points out that in order to diagnose 
hydronephrosis early, one must have recourse to 
more exact information than can be obtained from 
the general symptoms, physical examination, and 
the routine examination of the urine. The use of 
such general methods alone will often make it 
difficult to differentiate an early hydronephrosis 
from such conditions as calculus of the kidney or 
ureter, acute infection of the kidney, and such extra- 
renal conditions as inflammation of the prostate and 
seminal vesicles, the symptoms of these latter 
diseases being not infrequently similar to those 
caused by a hydronephrosis. 

According to the author, a diagnosis of early 
hydronephrosis must be based on convincing evi- 
dence of increased capacity of and obstruction to 
the renal pelvis. Such evidence is obtainable by 
measurement of the capacity of the renal pelvis 
and by an X-ray examination when the pelvis is 
distended with silver salt. 

The author proceeds as follows: Both ureters 
are first catheterized, usually with a No. 7 catheter, 
and, while the cystoscope is still in the bladder, a 
warm dilute solution of argyrol is injected into the 
kidney by gravity. After measuring the renal 
pelvis, the cystoscope is removed, leaving the 
catheter in place. Next, a functional test with 
phenolsulphonephthalein is made over a period of 
15 to 30 minutes and separate specimens of urine 
are also obtained for microscopic study. Following 
this, an X-ray is taken to exclude renal or ureteral 
calculus, after which the pelvis is distended with 12 
per cent collargolum and another picture taken to 
determine the size and position of the renal pelvis, 
ureteral kinks and the angle at which it enters the 
pelvis. 

Of the 12 cases studied, 7 showed typical 
colic; 4 showed pus, blood, or both, microscopical- 
ly; and in only 2 cases was there a marked im- 
pairment of functional capacity as shown by the 
phthalein test. The capacity of the diseased kidney 
ranged from 20 to 100 ccm. as compared to an average 
of about 11 ccm. on the healthy side. 


Forssman: Reconstruction of Cystic Kidneys, 
with a Contribution to the Knowledge of the 
Pathogenesis of Cystic Kidneys (Rekonstruktio- 
nen von Cystennieren, zugleich ein Beitrag zur Kennt- 
nis der Entstehung von Cystennieren). Beitr. 2. 
pathol. Anat. u. atlg. Pathol., 1913, lvi, 500. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The question whether cystic kidneys, provided 


that the cysts are not interpreted as cystadeno- 
matous formations but as retention cysts, are 
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produced by interruption of the canalization as a 
consequence of congenital malformation or con- 
striction, or depend on inflammatory processes, 
can be solved by the reconstruction method. For 
this investigation only such cystic kidneys are suit- 
able as those in which inflammatory changes are 
absent. On such a kidney the author could show 
that all cysts are retention cysts and that the inter- 
ruption of the canalization occurs at various points 
along the collecting tubules. The cystic transfor- 
mation was not localized in a certain part of the 
canal. It occurs where the resistance of the tissues 
is slight because of the loose character of the tissues, 
but also in collecting tubules, which are closely 
surrounded by connective tissue. Here the in- 
crease of the intracanalicular pressure leads to the 
dilatation. FRANGENHEIM. 


Hohlweg, H.: Further Data on the Treatment of 
Pyelitis by Lavage of the Renal Pelvis (Weitere 
Erfahrunge iiber die Behandlung der Pyelitis mit 
Nierenbeckenspiilungen). Miinchen. med. Wehnschr., 
1913, Ix, 1420. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author briefly discusses the various methods 
of treating pyelitis: Lenhartz’ therapy, that is the 
intake of large quantities of fluids to irrigate the 
pelvis of the kidney from above; the prescribing of 
urinary antiseptics; vaccination therapy; the Meyer- 
Betz method of raising the acidity and concentration 
of the urine. It is emphasized that with all these 
methods only a limited number of cases are bacteri- 
ologically cured, and that by the active treatment 
by means of direct irrigations of the pelvis of the 
kidney a much higher percentage can be cured. Of 
the 17 cases reported, 15 became free from symptoms 
of pyelitis and were discharged, clinically as well as 
bacteriologically cured. The late results based on 
cases examined as late as two years after they had 
been discharged showed that the benefit derived 
was permanent. Nothing is accomplished, how- 
ever, by irrigating those cases which begin as an 
infection of the renal pelvis with the colon and in 
which the inflammatory process has involved the 
kidney tissue so that the albumin content of the 
urine is higher than can be accounted for by the pus. 

As irrigating solution the author uses principally 
silver nitrate solutions, increasing the'strength from 
1 to 2 parts per rooo to 14 or rt per cent. The reac- 
tion, locally, of the tissues and the sensitiveness of 
the patients to these solutions vary considerably. 
Irrigations were done two to three times a week, and 
after two to three weeks’ treatment in the hospital 
the patients were discharged. Naturally the best 
results follow early treatment, which should be 
instituted as soon as the condition is recognized. 

OEHLER. 


Villard and Perrin: Kidney Transplantation 
(Transplantations rénales). Lyon chir., 1913, x, 109. 
By Journal de Chirurgie. 


This article is a general review of the technical 
results of experimental autoplastic, homoplastic, and 


heteroplastic transplantation of the kidney, to 
which the authors add their own experiments, only 
the original part of the work being reviewed. 

They do not believe in the profuse preliminary 
washing of the kidney with Locke’s solution, as 
advocated by Carrel. They think it does more harm 
than good and tends to immobilize the liquid blood 
in the kidneys; they merely put the forceps on the 
renal artery and vein. This interruption of the 
circulation can be kept up for an hour and a half 
without causing necrosis. As the implantation of 
the ureter in the skin was followed by a fatal ascend- 
ing infection, they found it necessary to graft the 
ureter into the bladder. This makes it necessary to 
select the vessels on which to graft, in the abdomen 
or pelvis, and prevents them from transplanting 
onto the large vessels of the neck, which is easier tech- 
nically. Implantation on the renal vessels themselves, 
which would be the most satisfactory, is possible 
but very difficult on account of the shortness and 
depth of these vessels. The splenic vessels seem to 
be the vessels of choice. 

The authors have tried auto-, homo-, and hetero- 
transplantation, with results as follows: 

1. In autotransplantation, three experiments on 
dogs resulted in two failures from thrombosis of the 
vessels and gangrene of the graft. Transplantation 
was on the renal vessels on the opposite side in one 
case and on the splenic vessels in the other. One 
successful case was that in which the implantation 
was made on the external jugular, with the ureter 
opening on the skin. The transplanted kidney 
secreted pale urine without albumin but containing 
2.8 per cent of urea. This secretion was continued 
until the death of the animal, 68 days later, from 
another operation. Histological examination of the 
kidney showed diffuse ascending pyelonephritis, 
without any trace of necrosis. 

2. In nine experiments of homotransplantation, 
on dogs, none showed really complete success. 
Twice there was fatal hemorrhage from slipping of 
the vascular sutures, one of these transplantations 
having been on the external iliac vessels and the 
other on the splenic vessels; and twice there was 
almost immediate thrombosis. In one of these cases 
the graft was made on the renal vessels and the 
other case was a graft en masse of the two kidneys 
in front of the cava. In another instance of graft 
en masse of both kidneys, the animals died quickly 
before the cause of death was determined. In four 
cases — one of implantation on the renal vessels and 
three on the great vessels of the neck — there was 
gangrene or absorption of the graft, but in three of 
these cases the kidney had secreted urine for a few 
days. 

3. In heterotransplantation, three experiments 
tried with no success whatever were: A graft en 
masse of the kidneys of a cat on a dog; graft of the 
kidney of a pig on the cervical vessels of a dog; and 
of the kidney of a dog on the cervical vessels of a 
goat. In the latter case, re-establishment of circu- 
lation in the transplanted organ, and necrosis did not 
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take place for 20 days; the ureter had not passed a 
drop of urine. 

Villard and Perrin’s experiments confirm the 
results of other workers who have attempted kidney 
grafting by vascular transplantation. In spite of the 
continued failure of heterotransplantation, they 
think it would be permissible to try it in selected 
cases on man, for the operation is harmless. The 
kidney of an animal as closely related to man as 
possible should be selected; that is, one of the higher 
forms of monkeys. Unger has done this in one case, 
but without success. LENORMANT. 


Braizew, W. R.: Experimental Studies of the 
Diagnosis of Kidney Function (Experimentelle 
Beitrage zur Frage der funktionellen Nierendiagnos- 
tik). Verhandl. d. XII Kong. Russ. Chir., 1913, xii, 
107. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


According to extensive experiments by Braizew, 
the indigo-carmin and _phenolsulphonephthalein 
tests are alike in their results, and the phlorizin test 
is not identical with them. 

In order to examine these tests comparatively 
and to determine the localization of the excretion 
of indigo-carmin and phlorizin from the kidney, he 
performed a series of experiments on dogs. In the 
first series, 4 to 5 ccm. of alcohol were injected into 
the kidney. When the lesion was in the cortical 
substance, the indigo-carmin output was most 
decreased. When it was in the medullary sub- 
stance, the sugar output was the most affected. In 
the second series of experiments wedge-shaped pieces 
of kidney tissue weighing from 5 to 17 gms. were 
removed. A decrease resulted in the amount of 
urine, the molecular concentration, the percentage 
of solid constituents, as the sugar content, and the 
intensity of the indigo-carmin coloring. In the 
third series, the cortical substance was removed 
from the surface of the kidneys. The more the 
cortical substance removed, the greater the decrease 
in the urine. A decrease occurred also in the molec- 
ular concentration, the indigo-carmin coloring, the 
urea content, and the sodium chloride content. 
The phlorizin content in some cases was normal, in 
others a little increased. In the fourth series, which 
included four cases, 3 to 4 gms. of medullary sub- 
stance were removed. No more could be removed 
on account of the danger of injuring the large blood 
vessels. This amount of urine, the concentration 
sugar, the urea content, and the indigo-carmin 
coloring decreased the latter less than in the pre- 
ceding series. In the fifth series, which included 
five rabbits and ten dogs, indigo-carmin was 
injected into the veins. After 12 to 30 minutes, 
both the normal and the injected kidney were 
extirpated. It was shown that the coloring matter 
was excreted from the cortical substance and 
from the epithelium of even the injured tubules. 
The excretion did not take place simultaneously 
from all the tubules, but there were alternating 
periods of activity and rest in different groups. 

Braizew comes to the following conclusions: The 


liquid part of the urine is excreted from the mal- 
pighian bodies of the cortical substance. It cannot 
be absorbed by the medullary substance. The solid 
constituents, including the salts, are excreted from 
the epithelium of the urinary tubules. The sugar, 
phlorizin test, is excreted in the medullary sub- 
stance, probably from the epithelium of Henle’s 
loops. The urea is excreted from the epithelium 
of the urinary tubules. In interstitial nephritis 
the excretion of sugar and indigo-carmin is hindered 
chiefly by the formation of connective tissue which 
binds the epithelium of the tubules to the endothe- 
lium of the capillaries. In parenchymatous ne- 
phritis the excretion of these substances is normal, 
because of the slighter changes in the epithelium 
and the lower excretion of fluid. The indigo-carmin 
and phenolphthalein reactions are more valuable 
than the phlorizin test because they localize the 
anatomical lesions more accurately. In the indigo- 
carmin test the intensity of the coloring is the most 
important point. If one kidney is normal, the 
degree to which the other is affected may be deter- 
mined by catheterizing the ureters and comparing 
the coloring of the two sides. In the phlorizin test 
a comparison of the sugar percentage of the two 
kidneys is valuable. Casper’s modification is not 
reliable. Both the phlorizin and indigo-carmin 
tests should be made, as they supplement each other. 
Pyelotomy is to be preferred to nephrotomy because 
every incision through the kidney results in a con- 
siderable destruction of kidney parenchyma. 
HESSE. 


Young, E. L.: Clinical Functional Tests; Methods. 
Boston M. & S. J., 1913, clxix, 466. 
By Surg., Gynec. & Obst. 


The author discusses the place of the phenol- 
sulphonephthalein test in nephritis, and concludes 
that ‘‘the phenolsulphonephthalein test comes 
nearest to fulfilling all the requirements of a clinical- 
ly valuable functional test in that it is easy to use, 
is harmless to the patient, and gives accurate and 
consistent knowledge of the actual working ability 
of the kidney. It is a fact that the practitioner 
wants more than the knowledge of whether the 
glomeruli or tubuli of the kidney are affected. In 
surgery it already has a recognized place. In 
medicine it has a certain value which will increase 
with its increased use.” Frank Hinman. 


Geraghty, J. T., and Rowntree, L. G.: The Value 
and Limitations of Functional Renal Tests. 

J. Am. M. Ass., 1913, 939. 
By Surg., Gynec. & Obst. 
The authors discuss functional renal tests with 
reference to their judicious selection for obtaining 
the needed information in any individual case by 
the use of a single test or a proper combination of a 
small number. They divide the tests into two 
groups: those which determine functional capac- 
ity by showing the excretory ability through a deter- 
mination of various substances in the urine, such as 
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the many dyes and other chemicals, as potassium 
iodide, lactose, sodium chloride, urea, sugar, and 
enzyme, diastase; and those which indicate 
renal function through the retention of certain sub- 
stances in the blood as ions, determined through 
electrical conductivity, molecules, determined 
through cryoscopy, urea, incoagulable nitrogen and 
cholesterin. 

Of the dye group, only one need be employed and 
this should be phenolsulphonephthalein on account 
of its proved superiority. A selection of the other 
tests should be made with reference to the three 
great types of renal disease: (1) Unilateral and 
bilateral diseases necessitating ureteral catheteriza- 
tion; (2) bilateral surgical diseases secondary to 
obstruction in the lower urinary tract, and (3) 
medical diseases of the kidney. 

Tests with reference to the first group should show 
three things: (a) The total or combined renal func- 
tion without ureteral catheterization; (b) the rela- 
tive function, and (c) the absolute functional value 
of each kidney. The authors consider the phenol- 
sulphonephthalein test as ‘‘incomparable so far as 
a total function is concerned,” and, in cases in 
which it is very low, advise the use of one or another 
of the retention tests. 

In ureteral catheterization, two difficulties are 
met, viz., inhibition of function and leakage around 
the catheter. A previous total phthalein deter- 
mination will detect any discrepancy due to in- 
hibition. However, inhibition is not always equal 
on each side, and, in this case, diastase and urea 
percentage, together with a difference in urinary 
pigment with a consideration of the total phthalein, 
previously obtained, will be of value. In the case 
of leakage around the catheter, the catheterization 
can either be repeated, using a Garceau catheter on 
one side and collecting transvesically on the other, 
or, when this is not practical, the desired knowl- 
edge may be largely obtained from the original 
specimens through urea percentage, diastase, and 
the time of appearance of the phthalein on the two 
sides. Here the diastase is more reliable since it is 
not affected through dilation. 

In the second group, the total function is the only 
information needed, and the phthalein test if re- 
peated at intervals in the course of the preliminary 
treatment will indicate the most favorable time for 
surgical intervention. However, in this group of 
cases with a low phthalein, tests of retention are of 
great importance, and the authors consider blood 
urea as determined by Marshall’s method as most 
valuable for indicating cumulative phenomena. 

In medical cases, the tests fall into two groups, 
those attempting to differentiate between tubular 
and glomerular lesions and those to determine total 
function. ‘‘At present so little is positively known 
or proved concerning the specific function of any 
individual part of the kidney that any attempt to 
divide nephritis is premature,’ but tests for total 
renal function in this group are of undoubted value. 
The authors divide medical cases for functional work 


into: (1) Cases clinically suspected of nephritis, but 
exhibiting practically normal renal function; (2) 
mild cases of nephritis without cardiac decompensa- 
tion; (3) advanced nephritis without cardiac de- 
compensation; (4) Cardiorenal cases, and (5) chronic 
passive congestion in cardiac cases unassociated with 
nephritis. 

With reference to uremia, the authors claim that 
functional studies will indicate that it is impending, 
even when its proximity is not suspected from clinical 
studies. They claim that a continued failure on 
the nart of the kidney to excrete phenolsulpho- 
nephthalein, lactose, etc., associated with the con- 
tinuous, marked, and increasing accumulation of 
urea or total incoagulable nitrogen or low serum 
freezing-point,” indicates the early appearance of 
uremia, regardless of the underlying pathological 
condition. 

In conclusion, they state that functional studies 
always find their greatest value when associated with 
careful clinical studies and, when properly employed, 
yield most valuable information from the point of 
view of diagnosis and prognosis, and in the selection 
of the lines of treatment. Frank H1nMAn. 


Fitz, R.: Tests for Renal Function Based upon 
the Selective Excretory Activities of the Kid- 
ney. Boston M. & S. J., 1913, clxix, 384. 

By Surg., Gynec. & Obst. 


Fitz describes the technique of the lactose, 
water, salt and iodide tests as applied to determine 
the selective excretory renal function, and dis- 
cusses the value of the information thus obtained 
in the diagnosis, prognosis, and treatment of nephri- 
tis. ‘‘Abnormal tubular function is shown by the 
inability of the kidney to increase the concentration 
of the salt in the urine, when an excess of salt is 
added to the diet, and, by a delay in the excretion 
time of potassium iodide. 

‘Abnormal glomerular function is shown by the in- 
ability of the kidney to excrete lactose in the usual 
time and quantity. Furthermore, abnormal 
glomerular function is of two types. The vessels 
are either hypersensitive, as shown by a constant 
polyuria, increasing in response to the vascular 
stimulus of salt, or hyposensitive, as shown by a 
constant oliguria. The tests are of considerable 
quantitative value. In general, the severity of 
functional derangement shown by them corresponds 
with the clinical and anatomical severity of the 
disease. Cases studied by these methods can be 
grouped functionally into glomerular nephritides, 
tubular nephritides, and a mixed form which shows 
functional derangement of both systems.” 

FRANK HINMAN. 


Christian, H. A.: General Summary of the 
Significance of Methods of Testing Renal 
Function. Boston M.& S. J., 1913, clxix, 468. 

By Surg., Gynec. & Obst. 
The functional tests are summarized, by the 
author, with reference to their value in diagnosis, 
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prognosis, and treatment of renal conditions. They 
are of great value in diagnosis in surgical conditions 
of the kidney, but a functional lesion and an anatom- 
ical lesion must be distinguished, as a decrease in 
functional activity is not always accompanied by a 
demonstrable anatomical lesion. The repeated 
application of the tests will help to determine this 
point, as, for example, between a true nephritis and 
a renal disturbance consequent upon cardiac de- 
compensation, or between functional derangemant 
following urinary retention and an actual diffuse 
renal lesion secondary to urinary stasis along with 
chronic infection. In cases of this kind, the phenol- 
sulphonephthalein test has proved the most helpful, 
but only through its repeated application. 

In cases of coma of difficult diagnosis, the deter- 
mination of nitrogen retention in the blood is con- 
sidered by Christian of greater value than that of 
phenolsulphonephthalein. 

The other methods of testing renal function which 
depend upon the selective activity of glomerulus, 
tubule, or blood-vessel do not at present justify a 
very accurate pathological diagnosis of the renal 
condition, although their application has materially 
advanced our ability in this direction. In progno- 
sis, the author states that the tests are particularly 
applicable again in surgical conditions and that the 
phthalein test is the most applicable. He again 
emphasizes the repeated use of the test. In case 
of nephritis, more remote prognosis is better aided 
by other tests, as water, nitrogen, salt, and lactose. 
“In all these cases it is not the single test made 
once that is of value, but the repetition of several 
tests.” In treatment, Christian thinks that we are 
not in a position to evaluate functional tests, as 
relatively little work has been done on their relation 
to therapeutic measures. In conclusion, he states 
that the tests are of unquestioned value in renal 
disease, “‘but they should supplement, not supplant, 
other ways of studying the nephritic.” 

FRANK HInMAN. 


Arcelin: Radiographic Diagnosis of Calculus of 

the Pelvis Ureter (Calcul de l’urétére pelvien droit. 

Sur le diagnostic radiographique des calculs de luré- 
tére pelvien). Lyon méd., 1913, cxx, 760. 

By Journal de Chirurgie. 


Arcelin reports the history of a case where 
radiography showed a calculus on the right kidney, 
a calculus in the upper part of the ureter, and a 
calculus at the level of the pelvic ureter. On opera- 
tion, in tg10, no calculi were discovered. In 1912 
the patient returned, and the radiograph this time 
showed a shadow only in the right pelvic ureter, 
not far from the uretero-vesical orifice. It was re- 
moved and the patient made an uneventful re- 
covery. In connection with this case the author 
discusses the whole question of radiographic di- 
agnosis of calculi of the pelvic ureter. 

In every case the ureter should be catheterized 
in conjunction with radiographic examination. In 
some cases there is a shadow at the level of the pelvic 


ureter. A sound is introduced and stopped by some 
obstacle, and an X-ray shows the end of the sound 
touching the calculus, which is displaced upward. 
In such cases there is no doubt as to the diagnosis. 
The sound may pass freely into the ureter, and the 
shadow of the sound and that of the supposed 
calculus do not touch. In such cases it is possible 
that there is a sufficient dilatation of the ureter to 
allow the sound to pass without touching. Collargol 
may be injected to determine whether the ureter is 
dilated. 

Between these two extreme cases there are all 
sorts of intermediate conditions to be interpreted, 
and sometimes, even with the most careful examina- 
tion, complete diagnosis is not possible. 

Sometimes calculi are impacted in the- pelvic 
ureter. The plate shows the shadow of the sound 
in contact with that of the foreign body. It is 
probable that in such a case we have a true calculus, 
but there is one source of error in that the sound may 
be arrested by a stricture of the ureter while the 
foreign body which causes the shadow is in another 
plane but in the same bundle of X-rays. 

Sometimes the sound passes freely and its shadow 
is superimposed on that of the foreign body. In 
such cases there may be a dilated ureter, with the 
sound passing over or under it instead of to one side. 
An injection of collargol will overcome the trouble. 
But if there is a superimposed shadow without 
dilatation and without arrest of the sound, we have 
to consider a diverticulum containing the calculus, 
or a phlebolith of the periureteral veins, or some 
foreign body situated outside the urinary passages. 
Caution is necessary in such cases; all the clinical 
and radiological symptoms must be taken into con- 
sideration, and sometimes it is even necessary to 
perform an exploratory operation. 

Sometimes, as in the case mentioned above, the 
orifice of the ureter cannot be located. A radiogram 
is taken showing the ureteral sound touching the 
bladder wall at a point thought to be the ureteral 
orifice. The shadow of the calculus, however, 
shows the real location of the ureter, and the direc- 
tion of the sound is changed so as to reach it. This 
shows the absolute necessity for a close association 
between urinary surgery and X-ray work. In 
hospitals, in the past, the X-ray room has generally 
been at some distance from the operating and ex- 
amining rooms of the genito-urinary service. In 
the future they should be located as close as possible 
to each other. J. Dumont. 


Lorin: The Ureter after Nephrectomy (L’urétére 
aprés la nephrectomie). Arch. urol. clin. de Necker, 
1913, i, 145. By Journal de Chirurgie. 

Experimentally, when the kidney is removed in a 
normal animal the lumen of the ureters remains 
open, but at the end of a year the walls of the 
ureters are slightly atrophied. 

It is difficult to know clinically what becomes of 
the ureter after a kidney operation. Lorin studied 
this question in a number of cases of nephrectomy, 


GENITO-URINARY SURGERY 77 


both of catheterization of the ureters on the operated 
side and by examination of the contractibility of the 
ureter. He also removed the ureter from a woman 
who had had a nephrectomy performed two and a 
half years previously for tuberculosis. This ureter 
was transformed into a fibrous cord. 

He concluded that the decreased ureter had a 
tendency to become obliterated after nephrectomy, 
generally after about three years. Its mucous 
membrane disappears as well as the lumen. The 
contractions persist as long as the lumen is not 
obliterated. 

The ureter of the removed kidney may be the 
origin of vesical hemorrhage (which generally occurs 
only during the first few days), of pyuria, or of 
bacilluria. A return flow of urine from the ureter 
into the nephrectomy wound occurs only when the 
ureter is very badly diseased and has a large lumen 
and a rigid wall. A pathological ureter may be the 
cause of a post-operative fistula in the kidney 
wound, though such a condition is not always due 
to a lesion of the ureter. He thinks the simplest 
treatment of the ureter is best. It should be divided 
with the thermo-cautery at the lower part of the 
wound. This will give a good recovery without a 
fistula if the nephrectomy wound is completely 
closed and drained as little as possible. Removal 
of large sections of the ureters is useless and the 
various fixations of the ureteral stump troublesome. 

MAvrRICE CHEVASSE. 


BLADDER, URETHRA, AND PENIS 


Kidd, F.: Purpura of the Bladder. Ann. Surg., 
Phila., 1913, lviii, 388. By Surg., Gynec. & Obst. 


Kidd reports a case of secondary purpura con- 
fined to the bladder but arising in a bacterial in- 


fection of the tonsil. The case was that of a 12- 
year-old girl with a history of a sudden desire to 
urinate and a sharp stabbing in the left iliac region 
spreading to the vulva. Examination showed deep 
tenderness over the bladder region, urine full of 
blood clots. Cystoscopy showed healthy ureters. 
and the bladder wall pale and healthy; but scattered 
over the fundus and trigone were seen patches of 
submucous hemorrhages varying in size from a pin’s 
head to a sixpence, some linear, some stellate; 
neither ulceration nor miliary tubercles present. 

Different diagnosis. Purpura of the bladder 
wall or primary blood infection or tuberculosis at 
its very onset. No tubercle bacilli were found; the 
von Pirquet was negative. 

The patient was kept in a recumbent position and 
calcium lactate in doses of 10 grains was admin- 
istered three times a day for a week, when the 
patient was discharged as cured. 

The interesting factor was cystoscopy, for the 
condition resembled exactly a purpuric eruption 
found on the skin, which cleared up like a simple 
purpura. This condition was unaccompanied by 
any other sign of hemorrhage either in the skin or 
any mucous membrane. Lours Gross. 


Lower, W. E.: The Treatment of Recurrent 
Malignant Tumors of the Urinary Bladder 
with the High Frequency or Oudin Current; 
with a Report of a Case. Cleveland M. J., 1913, 
xii, 607. By Surg., Gynec. & Obst. 

The author reports an interesting case of recur- 
rence of malignant tumor of the urinary bladder 
which, when first seen, presents all of the char- 
acteristics of a typical papilloma. It was removed 
by the usual suprapubic operation which was fol- 
lowed by an uninterrupted recovery. The micro- 
scopical examination showed that the tissues con- 
tained definite carcinoma cells. Two years later 
there was a recurrent growth at the seat of the 
old tumor. This time the growth was treated by 
means of the high frequency current, tive applica- 
tions being made. ‘The tumor completely dis- 
appeared, and at the time of writing, two vears 
later, the bladder remains perfectly normal. 


Héresco, P.: Total Cystectomy for Multiple or 
Infiltrated Neoplasms of the Bladder (De la 
cystectomie totale dans les néoplasmes multtiples ou 
infiltrés de la vessie). J. d’urol., 1913, iv, 160. 

By Journal de Chirurgie. 


The author has treated four cases successfully by 
operation. One lived ten, another six months, and 
the other two are well, one two and one half years, 
the other, one and one half years after the operation. 
He believes this is an argument in favor of total 
cystectomy in such cases and for the implantation 
of the ureters in the skin of the hypogastric region. 

He believes skin implantation is very much supe- 
rior to intestinal or vaginal implantation because it 
permits of catheterization at will and of disinfec- 
tion of the pelvis with antiseptic irrigations. Im- 
plantation in the hypogastric region is preferable 
to that in the lumbar region because the patient 
can catheterize and irrigate himself and one collec- 
tor can be used for the urine from both kidneys. 

Brief case reports are given as follows: 

Case 1. A man of fifty, with frequent and 
abundant hematuria, anemia, and lumbar pain. 
The latter was worse on the right. The cystoscope 
showed a tumor that occupied the whcle fundus and 
had a large base on the left wall of the bladder. 
On the right wall were two small tumors near the 
apex. There was diffuse cancerous infiltration of 
the whole bladder. A median hypogastric incision 
was made, lateral dissection of the bladder, and 
dissection and section of the ureters without opening 
the peritoneum. The bladder and half of the pros- 
tate were removed. ‘The ureters were fixed into 
the upper part of the wound and the hypogastric 
cavity was tamponed. While the wound was 
healing the pelves of the kidneys were frequently 
irrigated with silver nitrate. Convalescence was 
complicated by a perinephretic abscess which was 
evacuated. The recovery was complete with no 
trace of recurrence after two and one-half years. 

Case 2. A man of fifty-nine, with a carcinoma 
occupying the trigonum and closing the left ureteral 


78 INTERNATIONAL ABSTRACT OF SURGERY 


orifice The same technique was used in the case 
asin Case 1. Death occurred six months later with- 
out recurrence but with signs of nephritis. 

Case 3. A woman fifty, with a very extensive 
degenerating papilloma covering the ureteral orifices. 
Same technique. Death at the end of ten months 
from pyelonephritis. 

Case 4. A man of forty-five. At first a palliative 
operation was performed; hypogastric incision, 
partial excision of the tumor, cauterization, and 
drainage. Four months later total cystectomy. 
The ureters which were dilated to the size of the index 
finger were sutured to the skin. The cavity result- 
ing from the extirpation of the bladder was drained 
through the perineum. The patient recovered and 
had had no recurrence a year and a half later. 

The author calls attention to the advantage of 
drainage through the perineum, and of dissecting 
the ureters before suturing them to the skin, even 
though it involves some danger of gangrene. 

J. TANTON. 


Kleiner, I. S.: An Elimination Through the 
Mucosa of the Urinary Bladder. J. Exp. Med., 
1913, XViii, 310. By Surg., Gynec. & Obst. 


Kleiner found very slight traces of dextrose in 
the urinary bladder after the intravenous injection 
of dextrose in nephrectomized rabbits. He con- 
cludes that the bladder is practically impermeable 
for diffusible substances that are present in the 
blood in great excess. James F. CHURCHILL. 


Lemoine, G.: New Operation for Making a Blad- 
der after Total Cystectomy for Cancer (Crea- 
tion d’une vessie nouvelle par un procédé personnel, 
aprés cystectomie totale pour cancer). J.d’urol., 1913, 
vi, 366. By Journal de Chirurgie. 

The various methods of procedure for disposing 
of the urine after removal of the bladder are dis- 
cussed, and Lemoine describes an operation of his 
own, based on Heitz-Boyer and Hovelacque’s 
method of utilizing the rectum as a bladder. His 
method differs from theirs in that the ureter itself 
is used to discharge the urine, as the external sphinc- 
ter insures continence. The ureter had been trans- 
planted so as to open into the rectum at a previous 
operation. 

1. Abdominal operation. The rectum was in- 
cised a little above the promontory, taking care to 
avoid the superior hemorrhoidal artery. The 
rectal opening was carefully sutured in two layers, 
and a suture passed through the sigmoid opening 
and left free. The sigmoid flexure, having been 
freed by dissection of the mesocolon and incisions 
in the peritoneum at some distance from the in- 
testine, was lowered to the perineal floor, into a 
space obtained by dissection of the posterior wall of 
the rectum, and the abdominal wall sutured. 

2. Perineal operation. The sacrococcygeal in- 
cision was carried to just above the sphincter of the 
anus, and the removal of the coccyx, dissection of 
the rectum, and section of the levator ani and apo- 


neurosis followed. The sigmoid flexure was lowered 
by traction on the ends of the suture. 

A transverse incision of the perineum to the poste- 
rior orifice of the ureter was made, and by introduc- 
ing the fingers through the perineal and sacral 
wounds the rectum was dissected circularly for a 
little way above the sphincter of the anus. The 
peritoneal cul-de-sac was cleaned out; the posterior 
edge of the upper part was caught in a pair of for- 
ceps, and the anterior edge of the lower part in 
another. This made it easy to invaginate the 
sigmoid flexure into the lower portion of the rectum. 
After having pulled on the suture, and thus oc- 
cluded it, the orifice was fastened to the skin at the 
margin of the anus by means of silk sutures. 

A sound introduced through the ureter was 
placed in the upper portion of the rectum, which 
formed the new bladder. A perineal drain was 
introduced, the perineal wound sutured, and the 
sacral wound tamponed. The new bladder was 
thus drained through the ureter and the perineum, 
entirely independently of the intestine. 

The lowering of the sigmoid flexure, however, had 
been insufficient, so that it retracted into the sacral 
wound; the urine, which should have been discharged 
through the ureter and the perineum, was thus dis- 
charged into the sacral wound, and at the end of a 
few days the dressings were soiled with urine mixed 
with fecal matter. 

The suturing of the intestinal incision in the lower 
part of the rectum near the sphincter and the lower- 
ing of the intestine to the anus were unavailing, and 
the patient died from infection the eighteenth day 
after the operation. J. TANTON. 


Vander Veer, J. N.: Some Aspects in Relation 
to Chronic Gonorrheea, from the Stand- 
point of Surgery and Eugenics. WN. Y. St. J. 
Med. By Surg., Gynec. & Obst. 


From a large experience the author has come to 
believe that physicians generally are not impressed 
with the grave effects of gonorrhoeal lesions and in 
consequence fail to make an absolutely accurate 
examination and diagnosis and do not effect cure. 
Carefully prepared smears of the urethral secretion, 
urinary and blood cultures, microscopical examina- 
tion of the various constituents of the urine when 
voided in separate parts, endoscopical and cysto- 
scopical examinations and inoculations into the 
guinea pig should all be made use of as conditions 
may suggest. Sometimes organisms present in the 
genito-urinary tract may be present likewise in the 
blood, nose, tonsils, and various other localized 
points and become sources of re-infection. 

Publicity is absolutely essential and the day must 
come when the suppression of the gonococcus shall 
rank with that of the tuberculosis bacillus and the 
mosquito. The medical profession should unite 
and work with the church to put on the statutes a 
law compelling registration of this disease and pro- 
hibiting the sale of drugs for it except on a physi- 
cian’s prescription. Moreover, physicians must 
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compel themselves to be most painstaking and 
accurate in the diagnosis and treatment. 

Iowa and Maine alone require health certificates 
before issuing marriage licenses. Iowa, Vermont, 
and Oklahoma list gonorrhoea and syphilis as con- 
tagious diseases. The necessity for immediate 
legislation to bring about an amelioration oi the 
havoc wrought by these diseases is great. 

Harry D. Orr. 


GENITAL ORGANS 
Wolbarst, A. L.: A Case of Spindle-Celled Sar- 
coma of the Testis, with Unusual Features. 
Med. Times, 1913, xli, 275. 
By Surg., Gynec. & Obst. 

The author reports a new case of tumor of the 
testicle and refers to one which he has already re- 
ported. He gives a complete history of the new 
case which he reports and credits Hoffman with 
having made a diagnosis of a diffuse spindle-celled 
sarcoma. Wolbarst describes the case as follows: 

“When the writer, through the courtesy of Lub- 
man, the attending physician, first saw the patient 
on May 19, 1913, three weeks after the growth was 
noticed by the patient, the following data were 
noted: The growth is soft, but not fluctuating, its 
longest diameter being five inches and its greatest 
transverse circumference eight and one-half inches. 
It is absolutely painless and without tenderness on 
pressure and resembles a hydrocele in its pear shape, 
but is opaque when examined by the light test. 
The inguinal glands on either side and the spermatic 
cord are not involved. 

“Owing to the extreme rapidity of the formation 
of this large mass it was deemed prudent to with- 
hold the positive diagnosis of malignant growth un- 
til the tumor proper could be examined on the 
operating table.” 

We are pleased to know that Wolbarst has made 
a diagnosis of spindle-celled sarcoma in a given case, 
because we regard it as extremely rare—so rare, 
indeed, that we consider it an anomaly. From the 
statistics which he has collected, he seems to be able 
to show that the largest number of tumors of the tes- 
ticle are sarcomata as reported by hospital statistics. 
Ewing’s article, to which he refers, would lead one 
to believe that this position is incorrect and that 
the diagnoses of tumors of the testicle, in a large 
percentage of cases, in the past, have been incorrect. 
The striking feature about the case described by 
the author is that there was no history of trauma or 
injury. He says that, in his case, there was no 
pain, but an extremely rapidly growing tumor. 

In conclusion, the report is summarized as follows: 

“The writer, in conclusion, desires to point out the 
following interesting and unusual features of this 
case: (1) Its extremely rapid growth; (2) its ab- 
solute painlessness; (3) the absence of trauma or 
other visible etiologic factor; (4) the universal de- 
generation of the testicular substance; (5) the com- 
paratively rare form of the tumor, spindle-celled 
type.” 


Picker, R.: The Anatomical Configuration of the 
Human Vesicula Seminalis in Relation to the 
Clinical Features of Spermocystitis. Urol. & 
Cutan. Rev., 1913, xvii, 463. 

By Surg., Gynec. & Obst. 

Picker has examined about 150 seminal vesicles 
by filling them through the vas deferens with Beck’s 
bismuth paste to the maximum capacity (‘‘surgical 
fulness’’), after which he endeavored to disentangle 
the tube system. Thus he secured 72 specimens, 

56 normal and 16 pathological, the classification of 

which is given in the following table: 


A. Simple straight tubes 
B. Thick twisted tubes with or without 
diverticula 
C. Thin twisted tubes, with or without 
diverticula 
D. Main tube, straight or twisted, with 
large grape-like arranged divertic- 
19 33% 
E. Short main tube with large irregular 
ramified branches 19 33% 
56 100% 
F. Various. 
I. Embryological abnormalities. 
of ves. seminalis (specimen 
A. L.). 
Rudimentary seminal ves. (specimen 59). 
Ductus Miilleri persistens (specimen B. 17). 
Vesicula seminalis covering ampulla (specimen 
50). 
Ductus ejaculatoris in the posterior wall of 
prostate (specimen 44). 
These all belong to otherwise anatomically nor- 
mal specimens. 
II. Pathological conditions. 
Inflammatory cicatricial adhesions not to be 
disentangled, cicatricial occlusions of both 
vasa, etc. (specimen 15). 
Carcinoma vesicula seminalis (specimen I). 
General total, 72 specimens. 


The forms of the ampulla of the vas deferens, 
secured by studying the X-ray photographs, are 
shown to be as follows: 


1. Simple narrow tube without diverticula: 
(a) Straight. 
(b) Twisted. 
2. The same arrangement of the vas deferens: 
(a) With small bud-like diverticula. 
(b) With great diverticula. 
1. Feathery arrangement. 
2. Papillomatous arrangement (cauli- 
flower-like, downy, etc.) 
3. Ampulle with “corpus diverticulare.” 


When infected, the straight, single tubes of group 
A might not give rise to many complications. 

The infection of form B, characterized by thick, 
long screw-like twisted tubes with or without 
diverticula might in case of acute inflammation be 
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accompanied by abundant pus formation and high 
fever. In these cases, Picker has noted a very large 
inflammatory tumor, extending to the ampulla of 
the rectum, as well as strong subjective inconven- 
iences originating in the bladder (‘subacute cystitis” 
following inflammation of the seminal vesicle, espe- 
cially if residual urine can be excluded) and the rec- 
tum. In the given case, he had to do with a disease 
of a vesicula seminalis of the type in which, after 
disappearance of the alarming and acute symptoms, 
the final cure of the disease takes place within an 
unexpectedly short time (3 to 4 weeks) by means of 
the complete evacuation of pus either in a natural 
way or through the massage treatment. 

The rising of the pain is clearly to be explained 
by the anatomical configuration of the long and 
large twisted tubes, when these are filled to a 
maximum by the products of the inflammation. The 
best proof of the correctness of this conception is 
given by the immediate disappearance of the incon- 
tinence, attended by a pressing desire to urinate, 
through the evacuation of the pus, the pain reappear- 
ing immediately after the tube system has been filled 
again to the maximum. 

Administering this evacuation treatment as often 
as necessary (even three or four times daily), he 
states he has been able to definitely relieve the pa- 
tients of their distress, usually within one week, the 
patient very frequently emptying at one sitting 
pus quantities from 5 to 8 ccm. and, in one of his most 
remarkable cases, as much as 15 ccm. of thick yellow 
pus. 

These cases, connected with such an abundant 
suppuration, might also be similar to those in which 
by shutting off the draining of pus or by insufficient 
evacuation of the retention, the morbid secretion 
makes for itself a path in the neighborhood of the 
vesicle and breaks down into the perivesicular and 
perirectal cellular tissue, into the peritoneum (Doug- 
las’ fold), or even into the rectum. 

Form C is characterized by thin twisted tubes, 
with or without small diverticula. 

In group D the main tube is straight or twisted, 
with larger grape-like arranged diverticula. 

The many diverticles and windings, in the case of 
an infection, predispose to retention. 

The case mentioned in class 3 might belong to 
groups C and D. 

A short main duct with large ramified irregular 
secondary branches are distinguishing features of 
group E. Picker would, in the given case, proceed 
as though dealing with a seminal vesicle belonging 
to this group, when after the quieting down of the 
acute initial phenomena and the lysis of fever there 
is to be remarked an abundant draining-off of pus 
similar to group B; but the final evacuation of the 
large and swollen seminal vesicle is only to be obtained 
after a systematic massage treatment extending over 
several months. During this treatment there are 
emptied, together with normal sago-formed seminal 
secretions, numerous long and thick pus-threads and 
plugs, which in shape quite resemble the normal 


sago-like secretions which are formed of leucocytes, 
containing those bacteria which produce, on inter- 
rupting the treatment, the recurrence of urethral 
discharge and cystitis so often observed in the 
hronic urogenital ailments. A. C. STOKES. 


Young, H.H.: The Role of the Prostate and Sem- 
inal Vesicles in General Toxzeemia. J. Am. M. 
Ass., 1913, Ixi, 822. By Surg., Gynec. & Obst. 


Young says it is now becoming more generally 
recognized that the etiology of many obscure joint, 
cardiac, neurologic, and other diseases is to be found 
in chronic infections in remote organs, and, in recent 
years, the tonsil, nasopharynx and alimentary tract 
have come to be regarded as the frequent site of 
such infections. The extent to which the genito- 
urinary tract is to blame has not been appreciated. 
Chronic prostatitis and seminal vesiculitis are ex- 
tremely common diseases and may exist for years, 
without producing symptoms or attracting the 
attention of the patient. They may show them- 
selves only as a danger seat when the patient marries 
or becomes the subject of chronic rheumatism or 
other forms of remote infection and toxemia. 

The etiology of these cases is by no means always 
gonorrhoeal. Many cases arise trom bacterial in- 
fection which comes down through the urinary 
tract, having been eliminated through the kidneys 
during acute infections in other parts of the body. 
Infections also reach the prostate from the rectum, 
not infrequently as a result of proctitis, ulcer, hamor- 
rhoids, etc., but more frequently they result from 
the long-continued practice of masturbation, which, 
in many cases, produces an extensive chronic in- 
flammatory process involving both the prostate and 
seminal vesicles and the tissues around them, so 
that one frequently finds an extensive enlargement 
and pronounced chronic inflammatory condition 
associated with local and remote symptoms some- 
times of severe character. The essential process 
is an endoacinous and periacinous inflammation 
in the prostate and chronic inflammatory infiltration 
within and about the vasa deferentia and seminal 
vesicles. 

Owing to the fact that all these structures drain 
badly, being dependent on minute tortuous ducts 
and tubules, foci of chronic inflammatory infiltra- 
tion remain unrelieved for years, often becoming 
surrounded by fibrous changes, and remaining 
centers for the absorption of toxins and infections. 

L. G. Dwan. 


Sasaki, J.: Experimental Atrophy of the Prostate, 
from X-Ray Treatment of the Testicles (Uber 
die experimentelle Prostataatrophie durch Réntgen- 
bestrahlung der Hoden). Deutsche Zischr. f. Chir., 
1913, CXXii, 290. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Sasaki wished to determine whether atrophy of 
the prostate could be caused indirectly by X-ray 
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treatment, and what relation the changes in the 
testicle bear to those in the prostate. For his experi- 
ments he used five rabbits and four dogs, which were 
treated twelve to fifteen times for periods of from 
thirty-six days to five months. The testicles and 
prostates of these animals as well as those of eleven 
control animals of various ages and varieties were 
examined histologically. In three rabbits atrophy 
of the prostate was clearly evident both microscopi- 
cally and macroscopically. In two dogs and two 
rabbits the atrophy was extreme; in the other ani- 
mals it was not so pronounced. No case, however, 
escaped some atrophic change. Brown rabbits were 
more susceptible than black. In the dogs the 
changes were less than in the rabbits. Histologi- 
cally there was either total atrophy or atrophy with 
degeneration, especially round-celled infiltration. 
The epithelium was decreased and the interstitial 
connective tissue increased. The muscular parts 
were atrophied. In rabbits the atrophy was com- 
plete; in dogs the central part around the ureter 
was more changed than the peripheral part. Sasaki 
believes that he has demonstrated that réntgen 
rays applied to the testicles not only inhibit the 
growth of the prostate, but cause retrograde changes 
in the fully developed organ. He discusses the histo- 
logical changes, i.e., the disappearance of the seminal 
cells and the enormous increase of the interstitial 
cells. He believes that X-ray treatment of the 
testicles is an effective therapeutic measure in hyper- 
trophy of the prostate. Already a few clinical re- 
ports substantiate it. Rupritivs. 


McCarthy, J. F.: Preliminary Report on Cysto- 
scopic Operative Treatment of Early Intra- 
vesical Prostatic Intrusions and other Ob- 
structive Conditions in the Region of the 
Vesical Sphincter. Am. J. Surg., 1913, xxvii, 327. 

By Surg., Gynec. & Obst. 

The author reports two cases in detail in which 
remarkable results were obtained by the use of 
the Oudin spark. Both patients were suffering from 
frequent micturition and in both there was an 
enlargement of the prostate glands. Vigorous 
applications of the spark were made a week apart 
for two or three treatments, and in both cases 
marked improvement resulted within two weeks 
and an apparent return to normal was noted within 
four or five weeks after beginning the treatment. 
As the interval since the disappearance of the 
symptoms has been too short, it cannot be said 
definitely that the cure is permanent. 

The author emphasizes the fact that cystoscopical 
examinations should be made in all patients over 
fifty who present symptoms referable to the genito- 
urinary tract. He does not lay much stress on the 
rectal examination in these cases, as the prostatic 
enlargment may not show there. 

He emphasizes the necessity of estimating, from 
a number of sittings, the amount of urine remaining 
after the patient empties his bladder as thoroughly 
as possible. He deems it an imperative necessity to 


make a cystoscopical and posterior endoscopical 
examination of patients showing any appreciable 
amount of residual urine, as in all likelihood it is 
at this time, particularly, that these patients will 
prove amenable to suitable cystoscopical operative 
treatment. Epwarp CorNeE Lt. 


MISCELLANEOUS 


Rubaschow, S.: Réntgenology in Urologic Sur- 
gery (Die Réntgenologie im Dienste der urologischen 
Chirurgie). Zéschr. f. urol. Chir., 1913, i, 465. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The presence or absence of perinephritic adhesiors 
can be determined only by means of réntgenoscopy 
(Durchleuchtung), Collargol, argyrol, or oxygen 
injected into the bladder and renal pelvis facilitates 
the réntgenological examination, aids in the diagno- 
sis, and with sufficient care is not dangerous to use. 
In the examination for floating kidney or hy- 
dronephrosis, pyelography is indispensable. In 
the diagnosis of renal tuberculosis the examination 
has hitherto seldom been employed. Here again 
pyelography is of great value, as it gives exact in- 
formation as to the localization and extent of the 
disease. Collargol injection should be given with- 
out pressure to avoid damage to the friable renal 
parenchyma. 

All the sources of error, thirty-two in number, in 
the diagnosis of kidney stone are exhaustively con- 
sidered. In 3 to 6 per cent (2 per cent — Immel- 
mann) stones are found at operation which could not 
The most im- 


be demonstrated réntgenologically. 
portant sources of error are the chronic indurative 
process in the kidney, tuberculosis, calcified lymph 


glands and intestinal stones. In the réntgenology 
of ureteral stones, forty-six sources of error are men- 
tioned and thoroughly discussed in part. Fifty-one 
rontgen sketches are included in this practical 
compilation. FRANGENHEIM. 


Pousson and Desnos: French Encyclopedia of 
Urology (Encyclopédie francaise d’urologie). Paris: 

O. Doin, 1914. By Journal de Chirurgie. 
When this work, of which the first two volumes 
have just appeared, is finished, it will without doubt 
be the most important and extensive contribution 
that has ever been made to the science of urology. 
The term encyclopedia is justified, for it is a thorough 
presentation of all that is known at the present time 
in regard to the urinary organs and their diseases. 
There are six volumes, of a thousand pages each, 
with many splendid illustrations. It is edited by 
sixty-five collaborators well known for their previous 
writings or their special work in urology. If it is 
finished in two years, as planned, and the succeed- 
ing volumes have the same scientific value and the 
precision and clearness that the first two have, the 
directors and editors will have every reason to be 
proud of it. Scientific urology originated in France, 
and was largely developed and perfected by the 
Necker school, so it is peculiarly fitting that such a 


| 


82 INTERNATIONAL ABSTRACT OF SURGERY 


work as this should have been conceived and 
written there. The first two volumes are a guar- 
anty of the value of the whole. 

In the first volume there is, first, a history of 
urology, edited by Descros, extending from early 
Egyptian times to the present, illustrated with a 
large number of engravings and reproductions of 
manuscripts of great interest. 

The second part is an anatomical and physiolog- 
ical study of the urinary system, beginning with a 
study of its comparative anatomy by Pellegrini, 
followed by a study of the various parts of the 
urinary apparatus in man. Papin describes the 
kidney, ureter, and suprarenal capsules, and Ambard 
reviews the normal physiology of renal secretion. 
The rest of the urinary apparatus is described by 
Rieffel and Descomps and Aubaret. 

More than 250 pages are devoted to a study of 
normal and pathologic urine by Labat, who gives 
detailed descriptions of the various methods of 
analysis, and by Achard and Paisseau, who discuss 
the toxicity, bacteriology, and septic properties of 
the urine. 

In addition to these three principal parts there 
are three chapters, possibly of less scientific value 
but of great practical interest, on asepsis and 
antisepsis in urology, instruments used in urology, 
and general and local anesthetics. The first two 
are by Pierre Janet, the third by Ertzbischoff. 
They give details as to the choice of instruments, 
sterilization of apparatus, electric installation, and 
indications and contra-indications for various anzs- 
thetics. 

The systematic description of the various diseases 
of the urinary system begins with the second 
volume. This whole volume is devoted to the 
pathology of the kidney, but does not complete it. 
It begins with a study of the examination of the 
kidneys and ureters, the anatomical and functional 
examination being written by Pasteau and Ambard 
and the radiological examination by Arcelin. Each 
of these three authors has made original contribu- 
tions to progress in the field in which he writes. 

Traumatisms, wounds, and contusions of the 
kidney are treated by Carlier and Heitz-Boyer; the 
forms of nephritis requiring surgical intervention 
by Pousson, with whom this is a favorite subject; 
surgical nephritis, pyelitis, and pyonephroses by 
Michon; diseases of the kidney during pregnancy 
and diseases of the genital organs of women by 
Chevassu. This chapter will be of interest to the 
general surgeon and obstetrician as well as to the 


urologist. Pousson and Carles discuss all forms of 
calculi, and Legueu gives a masterly description of 
renal lithiasis. In conclusion, renal tuberculosis 
is discussed by Rafin and tumors of the kidney by 
Tuffier and Brechot. Each of these parts has a 
complete bibliography and abundant and_ well- 
chosen illustrations. LENORMANT. 


Starkey, F. R.: The Organs of Internal Secretion 
in Relation to Male Organs of Generation. 
Urol. & Cutan. Rev., 1913, xvii, 468. 

By Surg., Gynec. & Obst. 

In this article, Starkey calls our attention to the 
relation between the glands of internal secretion and 
sexual activity. He brings out the point that early 
puberty is often due to the hyperactivity of the 
pineal gland in early childhood. He also states 
that hypopinealism of the gland is frequently ac- 
companied by exceedingly strong erections in young 
male children, and also is responsible for genital as 
well as somatic infantilism. In hyperactivity of 
the pituitary gland there is a marked effect upon 
the growth of the male genitalia, and also hypo- 
activity is liable to produce infantilism of these 
organs. 

He brings out the point that individuals of pre- 
cocious sexual development are usually short of 
stature, with a square body and short legs and a 
profuse development of hair. The opposite in- 
dicates an underdevelopment of the sexual organs. 

He notes also that increased function of the 
thyroid produces full development of the sexual 
organs and that incomplete development of the 
sexual organs and incomplete development of the 
thyroid are frequently noted together. He believes 
that the pituitary body is increased in activity at 
the time of puberty. Also that the thyroid gland 
enlarges and the voice changes and there is an in- 
crease in the development of hair. 

After puberty is established, hypopituitarism 
is responsible for sexual apathy, impotency, and 
shriveling of the sexual organs. The author be- 
lieves that many pernicious sexual habits are 
caused by abnormal development of the pineal and 
thyroid glands. 

He brings out the point that, after 45, the male 
experiences a recession of the sexual activity, and 
that oftentimes at that age the male becomes un- 
balanced from a nervous standpoint and various 
constitutional disturbances appear, thus producing 
really a male climacteric. A. C. STOKEs. 
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EYE 


Knapp, A.: Report of a Case of Traumatic 
Equatorial Rupture of the Sclera. Arch. Ophth., 
1913, xlii, 404. By Surg., Gynec. & Obst. 

Knapp reports a case of rupture of the sclera at 
the equator which was diagnosed after removal of 
the eye. The tension remained normal after the 
rupture. A bluish swelling on the sclera proved to 
be a hematoma in Tenon’s capsule over the site of 
the rupture. C. G. DarLinc. 


Zade, M.: Contribution on Metastatic Ophthal- 
mia (Kasuistischer Beitrag zur metastatischen Oph- 
thalmie). Arch. f. Ophih., 1913, Ixxxv, 294. 

By Zentrabl. f. d. ges. Chir. u. i. Grenzgeb. 


The evidence seems conclusive that in all cases of 
metastatic suppurative ophthalmia, the invading 
organisms gain entrance intothe eye through emboli, 
even in those cases in which bacterial examination 
is negative. It is not so easy to tell, however, by 
anatomic examination, how much bacterial repro- 
duction has taken place post-mortem in the tissues 
of the eye. Inthe case presented the eye was enu- 
cleated and fixed four hours after death. The clinical 
diagnosis was septicemia with streptococcic of 
strongly hemolytic type. 

Four days after admission, in spite of surgical 
and serum treatment, there developed bilateral 
metastatic uveitis, and on the eighth day the patient 
died. In the right eye the almost completely 
destroyed choroid coat, the slightly affected corpus 
ciliare, the iris and the hypopyon were free of cocci. 
Suppuration must have been of purely toxic nature. 

The retina, which had separated from the other 
coats and was almost completely destroyed, consisted 
largely of colonies of cocci. The course of the infec- 
tion in the vessels of the retina could not be demon- 
strated. In the other eye the primary involvement 
of the retina could be more conclusively shown. 
The capillaries in the sheath of the central nerve 
fibres were filled with cocci. The other anatomical 
findings were the same as in the right eye, save that 
the retina was still adherent. Here and there the 
cocci had penetrated from the retina into the vitre- 
ous humor, but the outer coat of the eye was intact. 
As in most other cases there was endocarditis, and 
the metastases in the eyes were the only localized 
points of inflammation in the area supplied by the 
carotids. The minute calibre of the retinal capil- 
laries seem to predispose to embolic inflammation, 
the infection having begun in the hand five weeks 
before. The streptococci, in the cases of metastatic 
ophthalmia, seem to be much more virulent than the 
pneumococci, and more particularly is this true of 
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the hemolytic streptococcus longus of Schottmiiller, 
which existed in this case. The possibility of post- 
mortem multiplication of the cocci must be accepted. 
In the case cited by the author the most rapid in- 
crease probably took place during the few hours 
before death. During life the organisms probabl y 
do not remain long at one point in the capillaries. 
They either penetrate the vessel wall or are driven 
on by the bloodstream. Zade adds the report of 
another case which did not come to post-mortem in 
which there was a unilateral ophthalmia — a case of 
phthisis bulbi following meningitis with an associated 
cardiac affection of similar origin. HALBEN. 


Zentmayer, W.: Hydrophthalmos, with a Histo- 
logical Report of Two Cases, One of Which 
Presented a Congenital Coloboma. J. Am. M. 
Ass., 1913, Ixi, 1103. By Surg., Gynec. & Obst. 


After a succinct but comprehensive description 
of hydrophthalmos, the author summarizes the 
opinions of contributors to this subject as to its 
etiology and treatment. He then analyzes the 
replies received from a large number of ophthalmic 
surgeons in answer to six questions relating to the 
advisability of operation, type and results of opera- 
tion, percentage of cases showing evidences of in- 
herited syphilis, and percentage of cases occurring 
in negroes, and concludes that the best method of 
treatment was some form of sclerectomy. 

The wealth and variation of opinion as to the 
etiology of hydrophthalmos is emphasized by the 
summary. The author’s cases tended to support 
the view of several contributors that the essential 
factor is an absence or incomplete development of 
the canal of Schlemn, and that a probable contribut- 
ing factor is the presence in the angle of the anterior 
chamber of prenatal connective tissue. 

Judging from the replies to his questions from 
contemporaneous American surgeons, and from his 
review of the literature, the author concludes that 
because of the anatomical condition iridectomy is 
dangerous unless it is performed at a very early 
stage of the disease; that paracentesis and sclerot- 
omy must be performed frequently and are un- 
satisfactory; that sclerectomy can best be accom- 
plished by the method of Fergus-Elliott. 

E. W. ALEXANDER. 


Harrower, D.: Two Cases of Chronic Glaucoma 
Simplex Treated by Iridotasis. Arch. Ophih., 
1913, xlii, 486. By Surg., Gynec. & Obst. 

Harrower reports two cases of simple glaucoma 
treated by iridotasis as advised by Borthen. He 
thinks the results have been exceedingly gratifying 

C. G. DARLING. 
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New Operation for Chronic Glau- 
Tr. Internat. Cong. Med., Lond., 1913, Aug. 
By Surg., Gynec. & Obst. 


The old methods of operation for chronic glauco- 
ma, iridectomy, sclerotomy and similar operations 
have given very poor results. La Grange proposes 
a new operation which consists in making a subcon- 
junctival fistula by the performance of a marginal 
anterior sclerectomy. 

He has been performing this operation for ten 
years, and it has given very much better results 
than any other. He says that in all cases the hyper- 
tension which is the chief symptom of glaucoma can 
be overcome. He reports 140 cases, all performed 
more than a year ago, in all of which a permanent 
fistula was established with relief of hypertension 
and with success in regard to vision in 95 per cent 
of the cases. Of the other 5 per cent, who lost 
their vision, all were serious cases with trophic 
disturbances of the optic nerve or very acute vascu- 
lar disorders. 

The technique varies somewhat with different 
operators. La Grange considers the trephine a 
dangerous instrument and uses scissors or a punch 
to perform the resection under the conjunctiva. 
In the original article, he describes his technique in 
great detail. Halt prefers a Graefe’s knife, while 
Elliott and alarge number of English operators prefer 
a small trephine. 

La Grange reviews the indications for sclerectomy 
and the advantages to be derived from combining 
with it an ordinary iridectomy. He concludes that 
iridectomy should be used only to avoid prolapse of 
the iris. The curative value of his operation lies 
in the resection of the sclera, that is in the estab- 
lishment of a permanent subconjunctival fistula 
which allows the aqueous humor to pass out of the 
anterior chamber of the eye into the conjunctival 
sac. Iridectomy is sufficient for the cure of acute 
glaucoma but excision of the iris is not necessary 
in chronic glaucoma. Anterior sclerectomy with a 
marginal incision spares the sphincter of the iris 
with great advantage to the patient. He can use 
myotics successfully and keep the light-regulating 
mechanism of the eye intact. 


Selenkowsky: The Diagnosis of Sarcoma of the 
Choroid; Two Cases of Sarcoma with De- 
creased Intra-Ocular Pressure and One Case 
of Sarcoma of the Eye after Evisceration of 
the Eyeball (Zur Frage der Diagnose des Sarcoms 
der Gefiisshaut des Auges. Zwei Fille von Sarcom 
mit vermindertem intraoculiren Druck and ein Fall 
von Sarcom des Auges nach Exenteration des Aug- 
apfels). Russk. Vrach., St. Peterbs., 1913, xii, 553. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


From his own cases and those described in the 
literature the author comes to the following con- 
clusions: The pigment of melanotic sarcoma has its 
origin in the red blood cells, as is shown by the color 
of the pigment and its localization along the blood 
vessels. The possibility that the pigment in non- 
melanotic sarcoma originates in the stroma of the 


La Grange: 
coma. 
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choroid cannot be denied. The different forms and 
the size of the chromatophores in the pigmented 
part of the tumor, the proliferation of the pigment, 
the epithelium of the retina, and its penetration 
into the substance of the tumor, show that both 
views as to the origin of the pigment in melanotic 
sarcoma are justified. Jorre. 


Crédé-Hoérder, C.A.: Ophthalmia Neonatorum; 
Etiology, Pathology, Therapy and Prophylaxis 
(Die Augeneiterung der Neugeborenen, Aetiologie, 
Pathologie, Therapie und Prophylaxe). Berlin: Kar- 


ger, 1913. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Blenorrhoea in the newborn may be due to nu- 
merous other organisms in addition to the gonococcus. 
Aside from the bacteriologic findings the difference 
in the clinical course characterizes the non-gonor- 
rhoeal from the gonorrhceal. The non-gonorrhceal 
forms are much milder, and under no circumstances 
is the cornea affected. For the manner of the infec- 
tion, the presence of the foetal head in the vagina 
without the protective covering of the membranes 
is of much significance; prolonged expulsion and 
early rupture of the membranes increase the danger. 
Over one quarter of the number of cases of ophthal- 
mia neonatorum are late infections. 

The author denies the explanation given that the 
incubation period in these cases is prolonged. In 
addition to the direct transference of gonococci to 
the eyes of the new-born there are other possibilities 
of infection. The organisms may have entered the 
Maibomian glands and later infect the eye from 
there. After a careful and detailed description of 
the clinical picture the author briefly discusses the 
treatment, which, wherever possible, should be left 
to the eye specialist. 

Prophylaxis is naturally of extreme importance, 
and the author discusses it in detail. The mild 
irritation which occasionally follows the introduction 
of silver into the eye is unimportant. After numerous 
investigations the author states that this is confined, 
as a rule, to the conjunctiva of the lids and usually 
disappears in a few days. The author has tested a 
large number of silver preparations but found none 
superior to 2 per cent argente nitras. He recom- 
mends the physician not to stop with one drop in 
each eye, but toinstill three drops into each eye, and 
two upon the edges of the lids. He also deems it 
important to cleanse the external genitalia thor- 
oughly before the birth of the head. Vorct. 


Bruns, H. D.: Ophthalmia Artefacta. Old Domin- 
ton J. Med. & Surg., 1913, xvii, 136. * 

By Surg., Gynec. & Obst. 

Bruns reports a case in which both eyes were 

repeatedly injured by the patient herself, the in- 

juries recurring with suddenness over a period of 
many months. 

The clear defination and black color of the lesions 

were unlike anything known to the observers. The 

vision of the right eye was reduced to light percep- 
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tion, and that of the left, to the perception of fingers 
at eight feet. Multiple symblepharons resulted 
from the ulcers. The patient had also a self- 
inflicted dermatitis. The cause of the black sloughs 
is unknown. C. G. DaRLING. 


EAR 


Shambaugh, G. E.: Chronic Obstructive Middle- 
Ear Deafness. J. Am. M. Ass., 1913, |xi, 1206. 
By Surg., Gynec. & Obst 


In this article the author brings out the im- 
portance of differentiating more clearly between 
the various cases of destructive middle-ear deaf- 
ness so that the cases likely to improve under 
treatment may be separated from those in which 
treatment will be of no avail. 

The author believes that the term ‘chronic 
simple” or “chronic non-purulent otitis media” 
should be substituted for “chronic catarrhal otitis 
media” because pathologically the process is one of 
infection of the lining membrane with round-celled 
infiltrations and thickening and the subsequent 
formation of fibrous connective tissue. Associated 
with this process may be tubal occlusion usually 
with retraction and thickening of the drum mem- 
brane. The relation between the severity of the 
condition and the extent to which the hearing is 
impaired varies greatly.’ The chief cause of deaf- 
ness lies in the adhesive bands which connect the 
ossicles and membrane to the walls of the tym- 
panum. Folds of mucous membrane form a fan- 
shaped ligament around the neck of the hammer and 
often a more or less complete partition between the 
attic and the cavum tympanum proper. Normally 
these folds are composed of two layers of flat epithe- 
lial cells with a few blood vessels between. Inflam- 
mation, however, results in a marked thickening 
which must constitute an important factor in pro- 
ducing rigidity of the conducting mechanism. 

On the whole, the prognosis with regard to the 
progress of deafness is better if the occlusion of the 
tube has disappeared; persistent tubal occlusion 
usually indicates a process which is still active and 
one in which very probably there will be further 
increase in the deafness. Another factor in the 
prognosis is the development of secondary de- 
generative changes in the cochlea noted by a defect 
for higher notes of the Galton whistle. The chances 
of an improvement in the hearing are less in those 
cases in which occlusion of the tube has disappeared. 
On the other hand, the defect in hearing in cases of 
persisting occlusion of the tube, especially if secre- 
tion in the tympanum is present, as a rule is more 
readily impaired by treatment. Earte B. FOWLER. 


Reik, H. O.: The Value of Nasopharyngeal 
Surgery in the Treatment of Chronic Exuda- 
tive Otitis Media. Bull. Johns Hopkins Hosp., 
1913, xxiv, 280. By Surg., Gynec. & Obst. 

The author believes that it is an accepted fact 
that chronic exudative otitis media, with its char- 


acteristic tendency to progressive deafness, has for 
its principal cause and continuously exciting factor 
some abnormality in the nose, pharynx, or naso- 
pharynx such as hypertrophied turbinates, deflected 
septum, hypertrophied or submerged diseased ton- 
sils, or adenoids. He believes further that even 
after an acute exudative otitis media is established 
the ear can be restored to a normal condition and 
safeguarded for the future by prompt and proper 
treatment of the exciting factors in the nose and 
throat. 

The author reports 34 cases of deafness depending 
upon some nasopharyngeal abnormality, and from a 
study of the chart it is observed that in 32 cases 
there was immediate improvement of hearing to 
some degree and in 2 cases there was no apparent 
change. In none was there any immediate loss 
of hearing. Later observations showed that of the 
32 cases of immediate improvement, 26 remained 
improved, 4 showed additional improvement, and 
only 2 lapsed back from the first improvement to 
the previous state of hearing. 

In conclusion the author sets forth very em- 
phatically his belief that simple exudative otitis 
media which is due to abnormal or diseased condi- 
tions in the nose or throat can be arrested in its 
progress by removal of these exciting conditions; 
that in such cases the progressive deafness can be 
stopped and further loss of hearing prevented; and 
that in some few cases the hearing power may be 
materially improved. Success of this kind, how- 
ever, depends upon the proper performance of naso- 
pharyngeal operations so that there shall be com- 
plete and thorough eradication of the abnormality 
without injury to neighboring normal structures. 

Georce E. BEiLBy. 


Harris, T.: A Brief Consideration of Certain 
Recent Views Regarding Otosclerosis. Laryn- 
goscope, 1913, xxiii, 8or. By Surg., Gynec. & Obst. 

The author weighs and considers briefly the various 
views in regard to the nature of otosclerosis. In 
1885 Bezold first demonstrated that this loss of 
hearing for low tones was the result of rigidity in 
the oval window. 

The early view in regard to the etiology was that 
the condition was the result of a disease of the middle 
ear. Politzer holds that it is a primary affection of 
the labyrinthine capsule originating in the bone 
itself. New bone tissue is developed which presses 
out the old bone and advances toward the oval 
window and the stapes, leading to stapes ankylosis. 
Siebermann believes the starting point is upon the 
border between the labyrinthine capsule and the 
connective-tissue bone, the earliest stage being the 
lacunary resorption of the bone by means of the 
Haversean canals, while in other areas apposition is 
effected by means of osteoblasts. Denker concluded 
that the disease was usually of a primary nature. 
Manasse, from an examination of seventeen tem- 
poral bones from ten patients holds: (1) That the 
predilection area for the diseased process is the 


86 INTERNATIONAL ABSTRACT OF SURGERY 


anterior border of the oval window. (2) That the 
disease is virtually a transformation of the labyrin- 
thine capsule. The new bone, instead of being 
compact, contains trabeculae between which lies a 
greater or less number of large open spaces. This 
spongifying bone becomes much harder and closer 
with age. (3) That the initial stage of the disease 
proceeds from the blood vessels themselves. (4) 
Stapes ankylosis is not an essential part of the 
disease. 

In summing up, Harris concludes that much is 
yet to be learned as regards both the histology and 
the etiology and that we can offer little for a cure 
as long as the latter is so obscure. We can say 
with confidence, however, that in the majority of 
cases, a determination of the disease is entirely 
possible. While nine years have elapsed since Den- 
ker’s book on the subject, Harris regards his descrip- 
tion of the clinical disease as eminently correct. 
Denker says, ‘In the cases of progressive hard- 
hearing, which show an unchanged or virtually 
normal drum membrane, a patent Eustachian tube 
and the Bezold triad of symptoms, we may conclude 
that the pathological changes are only in the stapes 
and the annular ligament and in the bony areas 
bordering on the oval window. In other cases 
where the functional test does not give the Bezold 
triad, but where there is a pronounced reduction of 
the upper hearing-limit, where bone conduction is 
not lengthened, and where the Rinné is not pro- 


nouncedly negative, there is an addition to the dis- | 


ease of the oval window, an extension of the process 
further into the capsule of the labyrinth, or an 
involvement of the membranous labyrinth.” 

Earte B. Fowter. 


Mignon, M.: A Modification of the Technique 
in Mastoid Dressing (Modification de technique 
des pansements mastoidienes). Tr. Internat. Cong. 
Med., Lond., 1913, Aug. By Surg., Gynec. & Obst. 

The author proposes replacing the bandages of a 
mastoid dressing about a week after the operation 
by an aluminum apparatus called a mastoid cover. 

The apparatus has a hook to fit around the ear which 

keeps it in place and protects the wound. This 

simplification in dressing is satisfactory to the pa- 
tient, gives a better appearance, facilitates quick 
dressing, and gives as good results. A. Goss. 


Page, J. R.: The Report of a Case of Paracoustic 
Vertigo and Nystagmus Cured by Operation 
on the Labyrinth. Ayn. Olol., Rhinol. & Laryn- 
gol., 1913, Xxii, 321. By Surg., Gynec. & Obst. 

The author reports the first case in which the 
labyrinth operation was performed in this country 
for the relief of vertigo. 

The patient, a man 44 years of age, gave a history 
of deafness and stuffiness of the right ear from 
boyhood, but no discharge from either ear. For 


seven years he complained of disturbance of equilib- 
rium on exertion, which accelerated the heart ac- 
tion, and for two years he experienced decided 


disturbances of equilibrium upon pronouncing 
certain letters and hearing certain sounds. 
After the labyrinth operation, the symptoms were 
relieved and six months later the patient had no 
disturbance of equilibrium resulting from external 
sound or that of his own voice, though a slight 
tinnitus persisted. ELLEN J. PATTERSON. 


Dench, E. B.: The Technique of the Labyrinth 
Operation. Laryngoscope, 1913, xxiii 184. 
By Surg., Gynec. & Obst. 

Various methods of entering the labyrinth for the 
relief of certain pathological conditions are described 
and divided into four groups as follows: 

1. In cases of suppurative labyrinthitis with 
probable extension to the meninges, the author advo- 
cates entering the labyrinth according to the method 
devised by Neuman. This method consists of a 
complete radical operation with lowering of the 
facial ridge to the extreme limit. The dura over the 
tympanic and tympano-antral roof, and the lateral 
sinus from above the knee to the vicinity of the 
jugular bulb are exposed. The dura is separated 
and the bone in front of the sinus is removed toward 
the facial ridge until the two limbs of the posterior 
semicircular canal are opened, and continued until 
these openings become slits. A fine probe is inserted 
and carried into the vestibule. The openings are 
then enlarged until a probe of ordinary size can be 
inserted into the vestibule. The auditory portion of 
the labyrinth is drained by removing the thin layer 
of bone between the oval and the round windows. 

2. In cases of circumscribed labyrinthitis which 
are occasionally found at the time of the radical 
operation and in which there are no symptoms or 
only the fistula symptom is present, the author 
curettés the diseased area. 

3. In draining cases of diffuse labyrinthitis with 
no symptoms of extension to the meninges the author 
follows the radical operation with lowering of the 
facial ridge by opening the horizontal semicircular 
canal at its most prominent portion and inserting a 
probe. 

4. For the relief of vertigo or vertigo and tinnitus 
in chronic, non-suppurative inflammation of the 
labyrinth, Dench believes the vestibule can be 
opened below and behind the prominence of the 
horizontal semicircular canal without performing 
the radical operation and has carried this out on the 
cadaver. Another means of entering the vestibule 
developed by the author in experimental work is a 
complete mastoid operation with wide exposure of 
the tympano-antral roof. The dura was exposed 
and the bone removed inward until the prominence 
of the superior semicircular canal appeared. The 
superior wall of the horizontal semicircular canal and 
the superior surface of the petrous pyramid were 
removed whereby the superior semicircular canal 
was opened. The vestibule was opened by removing 
the roof of the superior semicircular canal. The 
destruction of the canals and nerve endings was 
completed by the curette. Ear te B. Fow er. 


4 
a 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Voorhees, I. W.: Conservative Surgery of the 
Nasal Septum. J. Am. M. Ass., 1913, lxi, 1195. 
By Surg., Gynec. & Obst. 

The surgeon is cautioned to make a very careful 
diagnosis before performing the submucous opera- 
tion on the septum as good respiration is not always 
prevented by a badly deformed septum. The causes 
producing nasal insufficiency may be anterior, 
posterior, or between the two. A special type of 
insufficiency is that in which with each inspiration 
the ale nasi sink in and thus cut off the air entering 
the nose. This is due to a weakened condition of 
the accessory muscles or cartilages in the wings of 
the nose. The turbinates are also frequently the 
cause of the obstruction through hypertrophy either 
of the bone or of the soft covering. Soft hypertrophy 
may be either local or constitutional in origin. The 
chief constitutional cause is intestinal, cardiac, or 
renal. Frequently nasal insufficiency arises from 
a nasal discharge arising either in a sinus of the 
mucous membrane, and produced either by local or 
by constitutional factors. In chronic sinusitis the 
discharge falls into the nasal fossz, dries, and forms 
crusts which occlude the nasal passage. In such 
cases, if the septum is removed no advantage is 
gained because the discharge still continues. In 
the naso-pharynx the chief causes of obstruction 
are adenoids, posterior tips of the inferior turbinate, 
and polypi. Unscientific practitioners use these 
facts as excuses for performing the submucous opera- 
tion which, as it does not cure the patient, is 
brought into disrepute. ‘The septal causes of nasal 
obstruction are: deviations, thickening, fractures, 
spurs, gumma, abscess, tuberculum septi. 

The purpose of the submucous operation is to 
straighten, not to remove, the septum. All that is 
required is to take out the redundant portion, and 
fracture the crooked elements so that they may be 
held in place by simple splints. (The Asch sub- 
mucous operation.) If the deviation is limited to 
the ethmoid, the little finger should be sterilized and 
passed into the nostril, and the perpendicular plate 
should be fractured by pressure. The nose should 
then be packed with long strips of sterile gauze 
saturated with liquid petroleum, which should be 
removed in twenty-four hours. H. B. Brown. 


Mackenzie, G. W.: Complications that May Arise 
during or after Operation for Correction of 
Septal Deviation. J. Am. M. Ass., 1913, 1xi, 1197. 

By Surg., Gynec. & Obst. 


One should always keep in mind the danger of 
toxic effects of the anesthetic used. Much care is 
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needed in making the primary incision, which if 
improperly done will lead to delay and result in 
damage to the mucous membrane. Perforations of 
the mucous membrane may be obviated by filtra- 
tion of the membrane preceding the operation. 

Perforations are serious when they pass through 
both sides at corresponding points. A button-hole 
in the mucous membrane on one side only need 
cause no anxiety. A successful means for replacing 
the flaps prior to applying the dressing is to have 
the patient blow the nose forcibly, first from one side 
and then from the other. Hemorrhage, fracture, 
faulty packing, infection, flattening of the nose, 
hematomas, erysipelas, empyema are mentioned 
as complications to be avoided. Excessive hem- 
orrhage is usually venous, and occurs low down and 
in front. Secondary bleeding has never been noted. 
In packing, the operator should be careful to have 
the raw surfaces of the mucous membranes in 
apposition. A frequent cause of infection is a 
previously existing disease of the sinuses, the tonsils 
or the adenoids. 

Severe reaction may follow the operation if at 
the same time an operation is performed on the 
turbinates or accessory sinuses. Removal of too 
much cartilage may result in flattening. Proper 
packing will prevent hematomas. In suspected 
cases of empyema of an accessory sinus, an attempt 
to cure it should be made before operating upon 
the septum. H. B. Brown. 


Auerbach, J.: The Uses and Limitations of 
Paraffin in the Treatment of Ozena. N.Y.M. 
J., 1913, xCvili, 566. By Surg., Gynec. & Obst. 

This paper is based on the study of 32 cases 
of genuine ozena, the most pronounced symp- 
toms of which are fetor and crust formation. That 
the case may come under the definition of genuine 
ozena, as given by Frinckel, the author has not in- 
cluded a case of accessory sinus empyema or a case 
having local areas of suppuration. 

By the use of hard paraffin (melting point 50° to 
52° CC.) embolism, sometimes following the 
injection of softer oil, was avoided. Under thorough 
aseptic technique the paraffin is injected without 
previous incision under the mucous membrane of 
the inferior turbinate, or septum or floor of the 
nose, as the individual case may indicate. 

Within from three days to a week, the secretion 
becomes more liquidated and less tenacious and 
there are fewer crusts. 

This improvement lasts from two to five months 
when reinjection becomes necessary. The author 
reports eight cases demonstrating the relief obtained 
by this method. 
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Sluder, G.: Etiology, Diagnosis, Prognosis and 
Treatment of Sphenopalatine Ganglion 
Neuralgia. J. Am. M. Ass., 1913, Ixi, 1201. 

By Surg., Gynec. & Obst. 


In previous articles Sluder has pointed out the 
very extensive distribution of nerves radiating from 
the sphenopalatine (Meckel’s) ganglion, and has 
drawn a clear picture of the large area of pain 
dependent upon a lesion in its structure. This 
nerve center becomes involved by the extension of 
inflammatory processes from the postethmoidal- 
sphenoidal cells or from the membrane of the nose. 
Some cases of sphenopalatine ganglion neuralgia 
are due to a systemic toxin. In all of his cases of 
either origin the author has found that cocaine 
applied to the ganglion has always stopped the 
pain, though there may be a recurrence necessitat- 
ing a second application. 

The ganglionic lesion may be produced by lesions 
of the nerve trunks which supply the ganglion (the 
second division of the fifth and the vidian nerves). 
In the latter case the pain can be stopped only by 
the intrasphenoidal application of cocaine or some 
local anesthetic applied centrally to the ganglion. 
Alcohol injected into the region of the ganglion does 
little good; injected into the ganglion itself it is of 
but temporary avail in relieving the pain. 

In considering the treatment of the pain by injec- 
tion the author points out the anatomical difficulties 
in the use of bent needles, and states that a straight 
needle is best and may be passed through any nose. 
The pterygomaxillary fossa is constantly reached 
at 0.33 cm. back of the posterior tip of the middle 
turbinate, which marks the anterior limit of the 
sphenopalatine foramen, and the pterygomaxillary 
fossa lies external to the plane of the sphenopalatine 
foramen. Therefore if the needle is passed under 
the posterior tip of the middle turbinate at its junc- 
tion with the lateral wall, in a direction upward, 
backward, and slightly outward, it must pass into 
the pterygomaxillary fossa and enter the imme- 
diate vicinity of the sphenopalatine ganglion. The 
distance from the point at which the needle enters 
to the ganglion is 0.66 cm. When local applications 
fail to stop the pain, an injection of 0.5 cc. of 5 per 
cent phenol in water or in 95 per cent alcohol is 
recommended. H. B. Brown. 


THROAT 


Davis, H. J.: Chart and Brief Notes of a Case of 
Cavernous Sinus Thrombosis Following Left 
Tonsillitis in a Boy Aged 10; Fatal Termina- 
tion in Eighteen Days. Proc. Roy. Soc. Med., 
1913, vi, Laryngol. Sect., 174. 

By Surg., Gynec. & Obst. 

The author reports a case of unilateral parenchy- 

matous tonsillitis in a previously healthy boy, with 

oscillations of temperature varying from 98° to 

106° with rigors, and symptoms of cavernous sinus 

thrombosis developing the thirteenth day of illness. 
followed by death in five days. 


In the discussion which followed, O’Malley 
Thompson and Horne agreed that it was difficult 
to trace the route of infection of the cavernous sinus 
from the tonsil, but that the histories of cases and 
post-mortem findings seem to suggest that even in 
so-called tonsil cases the thrombosis was really of 
sphenoidal origin. M. Whale claimed that the 
route of infection was through the tonsil, pterygoid 
plexus, facial and angular veins, and then by way of 
the ophthalmic vein. ELLEN J. PATTERSON. 


Sheedy, B. D.: The Results of Tonsillectomy 
under Local Anesthesia. J. Am. M. Ass., 1913, 
Ixi, 1227. By Surg., Gynec. & Obst. 


This article gives the anatomy of the tonsil, an 
analysis of deformities of the throat caused by poor 
operations, and a description of the author’s method 
of performing tonsillectomy. He believes that 
deformities caused by an imperfect method of 
enucleating are less harmful than incomplete re- 
moval (tonsillotomy) and that deformities which 
do occur are the result of faulty technique. Of the 
100 cases examined, 80 had visible deformities, and 
the other 20 seemed normal in all respects; in 34, 
speech defects were noted for 2 or 3 weeks, and in 
16, for three months; 4 lost the singing voice alto- 
gether; 26 had better voices after the operation; 5 
per cent had difficulty in pronouncing certain words. 
The defects in the throat were: (1) Pillars seemed 
to have disappeared; (2) pillars had grown together; 
(3) anterior pillar had disappeared. In adult pa- 
tients over 14 years of age, the author uses local 
anesthesia, and in those under 14 years, general 
anesthesia. In the case of adults, he swabs the 
throat with a ro per cent solution of cocaine, and 
then injects a 1 per cent or a 1.5 per cent solution of 
quinine bisulphate into the cellular tissue outside 
of the capsule. A tonsil tenaculum is introduced 
into the center of the gland and pulled toward the 
median line until the junction of the mucous mem- 
brane and the capsule is brought into view. Witha 
blunt-pointed tonsil knife the mucous membrane 
around the tonsil is then incised. If this does not 
evert the tonsil, a nick is made at the upper angle. 
After the tonsil has been everted, a snare is passed 
around it, and it is slowly removed. 

Sheedy claims that for two years he has not had 
a single resulting deformity. In only a few excep- 
tional cases was it impossible to evert the tonsil; 
i. e., (1) where hypertrophy had already caused 
escape from the capsule; (2) where the capsule was 
holding within itself a mass of cicatricial tissue; 
and (3) where the tonsil was held down by cicatricial 
bands. A. SPENCER KAUFMAN. 
McKenzie, D.: Death after Tonsillotomy. Proc. 
Roy. Soc. Med., 1913, vi, Laryngol. Sect., 184. 

By Surg., Gynec. & Obst. 


The author reports a case of simple tonsillotomy 
(five weeks after an attack of acute catarrhal otitis 
media) in a child, followed in three days by sepsis 
with a temperature of 103°and locally signs of cervical 
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abscess. The local condition was relieved by in- 
cision and evacuation of pus, but the next day the 
child developed violent pain on the left side with 
increasing respiration, followed by death in 18 hours. 

The post-mortem findings showed a double 
pneumonia and pleurisy, with double empyema; 
pericarditis and pericardial effusion; and the or- 
ganism obtained from both the clinical abscess and 
pleural cavity was spirocheta dentium, the or- 
ganism found usually in the mouth. 

It is the author’s custom to use a mouth wash of 
I per cent lysoform previous to operation, but in 
this case it was accidentally omitted. 

ELLEN J. PATTERSON. 


Oppikofer, E.: Primary Malignant Growths in 
the Pharynx (Uber die primiren malignen Ge- 
schwiilste des Nasenrachenraumes). Arch. f. Laryngol. 
u. Rhinol., 1913, XXvii, 526. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports twenty-one cases; six of 
carcinoma, six of lymphosarcoma, five of round- 
celled sarcoma, and three of endothelioma. The 
age of the patient did not seem to be a predisposing 
factor for any of these tumors. Almost without 
exception the prognosis is still hopeless. Of the 
twenty-one cases, only one, a hyphosarcoma, re- 
covered permanently. This is more hopeful than 
either carcinoma or endothelioma, and may some- 
times be cured by the prolonged administration of 
arsenic. Retronasal carcinoma can be cured only 
rarely even by operation. Réntgen treatment was 
carried out in all of these cases and was frequently 
followed by temporary cessation of pain. The 
growths likewise decreased in size for a time but 
later began to grow again. Fulguration, radium, 
thorium, and mesothorium only occasionally gave 
permanent results. KONJETZNY. 


Cocks, G. H.: Vincent’s Angina. Laryngoscope, 
1913, Xxili, 929. By Surg., Gynec. & Obst. 
Difficulty in recognizing the disease is due to 
failure to have a smear made. The bacilli and 
spirilla of Vincent do not grow on ordinary culture 
media. ‘The bacilli and spirilla are found in angina 
and stomatitis, also in mastoiditis, chronic otitis 
media, meningitis, abscess of lung, liver, and spleen, 
also in tonsillar abscess, in the larynx, about the 
—_ of carious teeth, and in crypts of diseased ton- 
sils. 

The fusiform bacilli may be differentiated from 
diphtheria by Gram’s method of staining. Too 
large a percentage of cases is overlooked. The 
color of the membrane is gray or grayish in most 
cases. 

Of 265 cases, 99 were diagnosed clinically as 
diphtheria, whereas the bacteriological report gave 
only 64 as being diphtheria. Lowered bodily re- 
sistance, diseased tonsils, teeth, and gums are the 
predisposing factors in Vincent’s angina. It is a 
highly contagious disease. 

The removal of the membrane in angina leaves 
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an ulcerated area, which bleeds easily upon being 
touched. The disease is associated with diphtheria 
and syphilis and is often accompanied by stomatitis. 
Blood examinations show a relationship between 
Vincent’s angina and lymphatic leukemia. 

The symptoms of mild cases of angina are: 
chilly sensations, pain in tonsillar region when 
swallowing, malaria, slight fever, submaxillary 
glands on same side usually swollen; duration about 
two weeks. In severe cases, one or both tonsils, 
the pharynx, uvula, and soft palate may also be 
involved; pain and prostration are extreme; tem- 
perature from 99.5° to 105°. Duration uncertain. 
The disease has proved fatal in a number of cases. 
A differential diagnosis should be made between 
Vincent’s angina and diphtheria, syphilis, and 
streptococcus angine. The only sure way for 
doing this is by bacteriological examination and a 
Wassermann test. H. Beattie Brown. 


Dennis, F. L.: Diagnosis and Treatment of 
Laryngeal Tuberculosis. J. Am. M. Ass., 1913, 
Ixi, 1219. By Surg., Gynec. & Obst. 


The author believes that patients with pul- 
monary tuberculosis should have routine laryngeal 
examinations in order that any involvement of the 
larynx may be discovered in its earliest stages. 

Primary laryngeal tuberculosis is rare and is not 
necessarily indicated by hoarseness or laryngitis 
in tuberculous patients, for such patients may be 
suffering from catarrhal laryngitis, syphilis, or 
cancer. Hoarseness is not present unless the ul- 
ceration involves the part of the larynx upon 
which phonation depends. Dennis differentiates 
between hoarseness and ‘‘weakness”’ of the voice. 
The latter is due to a “general muscular atony.” 
He attaches no importance to pallor of the mucous 
membrane, as it varies with the complexion and 
hemoglobin percentage and is significant only 
when localized in the throat. He does consider 
important, however, a thin line of muco-pus lying 
in the posterior commissure and extending over the 
interarytenoid region. Redness of one cord, when 
the other is normal, is diagnostic of tuberculous 
laryngitis in a tuberculous patient. Slight in- 
filtration of the epiglottis, thought to be tuberculous, 
does not always develop the characteristics of tuber- 
culosis. The diagnosis of simple catarrhal laryngi- 
tis can be made only by watching its course. 
Pachydermia of the posterior wall may resemble 
tuberculosis, but the presence of an ulcer and pul- 
monary involvement clears the diagnosis. The 
crusts in pharyngitis sicca may be softened by warm 
water or oil, and removed. The Wassermann re- 
action and the use of salvarsan render the diagnosis 
of syphilis more easy, but there may be a mixed in- 
fection. In carcinoma of the larynx, the diagnosis 
is based upon a lagging of the affected side, the age 
of the patient, the appearance, the microscopic ex- 
amination of a piece of the tumor, and the tuber- 
culin test. In unilateral posticus paralysis, tume- 
faction and infiltration are absent. 
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Laryngeal tuberculosis should be treated con- 
sistently. The author has not observed direct 
beneficial effect from the use of tuberculin. The 
cough should be controlled by heroin or codeine. 
Speech should be limited or entirely prohibited. 
Painful deglutition should be relieved by the use of 
orthoform or anesthesum, or, if the pain is from 
lesions below the epiglottis, alcohol injections of the 
superior laryngeal nerve give relief which some- 
times lasts for days. When the pain is due to ul- 
ceration of the epiglottis, amputation is advised. 
Locally, for infiltration, the author uses 3 to 10 per 
cent formaldehyde, thoroughly rubbed in, and for ul- 
cer&tion, a saturated solution of trichloracetic acid 
applied every seven or ten days, this in patients 
with high temperatures, or extensive involvement 
of the larynx, or who are too nervous for surgical 
treatment. 

In selected cases, surgical measures are best. 
For isolated tuberculomas, moderate infiltrations, 
and ulcerations, the author uses a curette, a punch, 
or a galvano-cautery. Cautery is used in extensive 
infiltration of the false cords. Surgical measures 
are indicated also as palliative treatment, and 
tracheotomy sometimes has a curative as well as a 
palliative effect. 

Dennis concludes that the larynx should be fre- 
quently examined, and treated if necessary; that 
care of the general condition is most important; 
and that in selected cases surgical measures hold 
out the greatest hope for cure, as well as for pallia- 
tion. A. SPENCER KAUFMAN. 


MOUTH 


Steadman, F. St. J.: Pyorrhoea Alveolaris as a 


Predisposing Cause of Cancer of the Alimen- _ 


tary Canal and Associated Parts. Tr. Internat. 
Cong. Med., Lond., 1913, Aug. 


By Surg., Gynec. & Obst. 


It is the author’s belief that cancer rarely occurs 
in any part of the body unless it has been preceded 
by a more or less long-standing chronicinflammation, 
and that by far the commonest predisposing cause 
of cancer is a chronic septic condition of the mouth. 

Analyzing the 112,801 deaths from cancer in 
England and Wales during the years 1901 to 1904, he 
shows that, excluding cancer of the sexual organs, 
86.5 per cent in the female and 85.1 per cent in the 
male sex occurred in the alimentary canal and its 
associated parts. 

To quote the author: ‘Having seen, then, that 
elsewhere in the body, in those parts either on the 
surface or closely connected with an orifice, chronic 


inflammations are fairly common owing to the ease 
with which direct infection can take place, and 
further that these chronic inflammations seem be- 
yond reasonable doubt, in some cases at any rate, 
to predispose to the subsequent development of 
cancer, I determined to investigate the condition of 
the mouth with regard to that disease known as 
pyorrhcea alveolaris in patients suffering from cancer 
of the alimentary canal and the associated parts; 
because it is clear, and indeed very well established, 
that the constant swallowing of infective material 
from the mouth must be likely to produce chronic 
inflammation of these parts.” 

In order to study a possible relationship between 
pyorrhoea and cancer, the author examined the 
mouths of 143 persons suffering from cancer, finding 
that all but one of the whole number suffered from 
pyorrhoea of varying degrees. 

Four hundred and fifteen patients of 35 years or 
over, not suffering from cancer, were examined, with 
the result that 359 of these were suffering from 
pyorrhoea of varying degrees. 

A further examination of persons of all ages was 
made in order to establish an age at which pyorrhoea 
iscommon. This revealed a gradual and markedly 
increasing tendency up to 85 years. From these 
studies of many cases of cancer and of many pyorrhoea 
cases the author constructed a graph showing a 
curve which was parallel to the curve showing the 
death rate from cancer in England and Wales. 

The author is convinced that pyorrhoea alveolaris 
is by far the commonest predisposing cause of 
cancer of the alimentary tract. To sum up this 
evidence we see: 

‘1, That, apart from the sexual organs, over 86 
per cent of all cancer occurs in the alimentary tract. 

2. That long-standing chronic inflammation in 
the sexual organs, and in other parts of the body, is 
known to predispose the patient to the development 
of cancer. 

3. That the great majority of persons suffering 
from cancer in the alimentary canal have advanced 
pyorrhoea alveolaris, which has been present very 
many years. 

4. That this advanced periodontal disease is not 
nearly so common in persons not suffering from 
cancer. 

5. That it is a well-known fact that the constant 
swallowing of pus can, and does in many cases, 
bring about chronic gastritis. 

6. That the majority of patients suffering from 
cancer of the stomach have had chronic gastritis 
for many years previous to the development of the 
malignant disease. 
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